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EXECUTIVE  SUMMARY 


EXECUTIVE  SUMMARY 

This  supplement  to  the  Report  to  Congress  on  Health  Professionals  Special  Pays, 
issued  December  1, 1988,  reviews  issues  of  recruiting,  retention,  and  management  of  active 
duty  nurses  in  the  Armed  Forces  today.  The  report  recommends  initiatives,  including 
proposed  legislation,  to  assist  in  solving  incipient  problems. 

Nurses  are  essential  members  of  the  Military  Health  Services  System  (MHSS),  and 
are  vital  to  access  to  health  care  and  to  delivery  of  quality  patient  care.  Registered  nurses 
today  function  in  a  profession  characterized  by  rapid  advances  in  theory,  knowledge,  and 
technology.  Requirements  for  complex  and  intensive  nursing  services  demand  highly  skilled 
and  experienced  nurse  professionals.  Additionally,  military  nurses  not  only  practice  in  a 
highly  demanding  clinical  role,  but  further  serve  as  military  officers  with  requirements  for 
training,  leadership,  and  management  in  military  skills. 

The  nursing  environment  nationwide  affects  military  nursing.  The  civilian  medical 
community  has  a  shortage  of  registered  nurses  which  is  recognized  as  real  and  widespread, 
affecting  all  health  care  delivery  settings,  including  the  military.  The  challenge  for  the 
Department  of  Defense  (DoD)  and  the  Congress  is  to  evaluate  the  impact  of  the 
nationwide  shortage  and  to  respond  in  an  effective  manner  which  will  prevent  serious 
adverse  effects  on  military  health  care  in  years  ahead. 

Legislative  measures  and  service  regulations  have  historically  enabled  the  Military 
Departments  to  take  required  actions  to  enhance  the  status,  pay,  and  benefits  of  military 
nurses  in  response  to  problems  with  recruitment,  retention,  and  morale.  Appropriate  new 
legislative  authorities  are  now  necessary  to  prevent  erosion  of  the  military  nurse  inventor)' 
and  a  concomitant  decrease  in  access  to,  and  quality  of,  health  care. 

Requirements  standards  demonstrate  a  need  for  additional  commissioned  nurse 
officers  in  the  Department  of  Defense.  The  DoD  has  a  shortage  of  active  component 
nurses  compared  to  authorizations.  Additional  active  duty  nurses  are  also  needed  for  the 
Department  to  implement  cost-saving  recapture  of  much  of  the  inpatient  hospital  workload 
now  treated  under  the  Civilian  Health  and  Medical  Program  of  the  Uniformed  Services 
(CHAMPUS).  Finally,  there  is  a  requirement  for  additional  nurses,  using  the  proposed 
Joint  Health  Care  Manpower  Standards  based  on  analysis  of  historical  levels  of  patient 
illness  and  intensity  of  nursing  care  required. 

The  Department  not  only  has  need  for  additional  commissioned  nurses,  but  due  to 
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the  increasing  complexity  of  the  nursing  profession,  has  a  growing  demand  for  experienced 
nurses,  especially  those  with  7  to  15  years  of  experience.  Retention  rates  X  permit 
—°n  °f  the/orce’  and  accession  of  adequate  numbers  of  experienced  nursesVsed 
Thf*  rwlrt  use  of  constructive  service  credit,  will  meet  the  demand  for  a  mature  force 

C°ntinue  t0  Slve  priority  to  definition  of  nurse  corps  management 

po“=mi"tgllate°"ulrideSse  bdle‘  “  weU  “^sis  »f  «■»  "«d  for 

MUitar^D^r^ni641^6  of  "ursesLhas  recently  become  more  difficult  for  the 

-n'  tu7  departments.  The  Navy  Nurse  CorPs  has  failed  ^  meet  accession  goals  since  1985 
£5  “^t  accession  goals  in  1988.  Accessions  for  eachSce  for  the 

Fiscal  YeaJ  198?  are^hl|g  below  accessions  for  the  comparable  period  of 

fiscal  Year  1988  (7  percent  of  Fiscal  Year  1989  goal,  which  is  only  slightly  higher 

compared  to  17  percent  at  the  end  of  the  first  quarter  Fiscal  Year  19881  All^ MiHnrJ 

cnemP„ar,ventSr  are  AS  the  »B*  °f  schwlgraduates  ^declines  a„d^ 

SJ  f0r  qiia*lfied  nurses  intensifies,  military  service  must  remain  competitivewith 
e  civilian  nurse  labor  market  for  both  new  graduate  and  experienced  nurses. 

Retention  of  nurses  is  another  area  of  concern.  Many  factors  affect  the  decision  to 

of^ecenf1  ^  ^  addition  t0  dissatisfaction  with  promotion  opportunities  results 

of  recent  surveys  of  military  nurses  have  highlighted  quality  of  life  issues  Sources  of 

SrkanffaCt,0ninC  UdC  COnfem  about  nurse  staffing  levels,  erosion  of  pay  and  benefits  and 
dSifln  personnel*  A  combination  of  these  factors  and  increasingly  attractive 

an  salaries  may  account  for  the  recent  downward  trend  in  retention  now  beginning  to 
be  observed  at  the  point  of  initial  obligation.  oeginmng  to 

Nurse  aneThe^K^RNl^"1016  ‘‘if™'* '°  reCnlit  and  relain  on  active  duty  ,ha"  °lhers. 
demndfa™.^ neatly  represent  a  specialty  for  which  the  military  has  high 

i  •  p  eand  ^ar  rime.  Authorizations  have  been  increased,  but  the  supply  is  not 
SEES  kZTk  the  j fiSSfot  HiHh  Civili?n  Salar?es  contribute  t0  hiSh  attrttio?  fom  the 
is  best^addressecT with  speda? incentives8'*  ^  m  ,he  dvUia"  ^  ,his  comPetilio" 

•  demand  for  nurses  in  the  civilian  environment  increases,  nurse  wages  have 

increased  rapidly  and  are  expected  to  continue  to  increase.  The  national  Average  for 
„  a,  l?8  nurse  salanes.  surpassed  the  average  military  starting  pay  in  1988  for  the  first  time 
and  the  average  pay  increase  of  civilian  staff  nurses  was  aboSt  5  percent  Wrifcr  S2n  the 

than  f1  ^  Pay  raiSC-  Alth0Ugh  the  “***  nurs*>  on  average,  still  receivts  highe?  pay 
than  ac,'San  counterpart,  the  traditional  military  competitive  advantage  h^been  reduced 
overall.  There  is  also  significant  variation  in  civilian  nurse  pay  Sg  ge^aphic  areas 
fcas  (especially  the  Northeast)  the  average  civilian  registered  nurs??RN)  pay  s 
much  higher  than  nnhtaiy  pay.  The  ability  to  compete  in  one  geographical  area  dofs  not 

SedflUoC°mb.eanSrte  f°-r  ??  mabllity  t0  compete  m  another.  Prospective  civilian  employers 
are  also  usmg  finanaal  incentives  to  attract  members  of  the  declining  nursing  student 

DartirulaT  •  S?>dent  ass‘stolce  programs  are  increasingly  common  as  recruiting  tools 

JSS&hS era  of  “d  00515  ot  gradua,e  ed“cation  and  n”„g 
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The  use  of  monetary  incentives  as  management  tools  will  help  ensure  adequate 
accessions  and  retention.  The  study  recommends  two  compensation  incentives: 


o  A  Fiscal  Year  1990  Nurse  Accession  Bonus  Demonstration  Program 
o  An  Incentive  Special  Pay  Plan  for  Certified  Registered  Nurse  Anesthetists 


The  Secretary  of  Defense  will  continue  to  review  the  status  of  nursing  specialties 
critical  to  operation  of  the  MHSS  which  do  not  yet  require  pay  incentives. 

The  report  will  be  followed  by  an  additional  supplement  reviewing  issues  in 
recruiting,  retention,  and  management  of  other  health  care  providers. 
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CHAPTER  ONE 


INTRODUCTION 


This  report  responds  to  section  612(g)  of  the  National  Defense  Authorization  Act, 
Fiscal  Year  for  1989  (P.L.  100-456)  which  stipulates  the  following  reporting 
requirements: 

The  Secretary  of  Defense  shall  submit  to  the  Committees  on  Armed  Services  of 
the  Senate  and  House  of  Representatives  a  report  containing  the  following: 

(i)  An  analysis  of  the  current  and  projected  requirements  of  the  Armed 
Forces  for  health  professionals  by  specialty  and  years  of  service. 

(ii)  The  Secretary’s  assessment  of  the  adequacy  of  the  existing 
compensation  system  for  such  health  care  professionals. 

(iii)  Such  recommendations  for  legislation  as  the  Secretary  considers 
necessary  to  attract  and  retain  on  active  duty  the  health  care 
professionals  needed  to  meet  the  needs  of  the  Armed  Forces. 

The  Department  of  Defense  confirms  that  military  nurses  are  essential  to  the 
mission  of  the  Military  Health  Service  System  (MHSS).  Their  presence  in  sufficient 
numbers,  specialties,  and  experience  is  crucial  in  providing  beneficiaries  access  to,  and 
quality  care  in,  the  MHSS.  While  supporting  the  mission  of  the  MHSS  by  practicing 
their  profession,  military  nurses  concurrently  support  the  total  force  by  exercising  the 
military  duties  and  responsibilities  which  are  inherent  to  the  function  of  military  officers. 

Chapters  2,  3  and  4  of  this  report  define  nursing  and  nurses  today  and,  present  an 
overview  of  the  national  conditions  of  registered  nurse  supply  and  demand,  and 
legislative  history  of  pays  for  nurses. 

Chapters  5,  6,  7  and  8  of  the  report  provide  information  specific  to  military 
nurses:  requirements,  force  management,  recruitment,  retention,  and  an  analysis  of 
compensation  relevant  to  recruiting  and  retaining  military  nurses. 

Recommendations  to  the  Congress  concerning  legislative  actions  necessary  to 
attract  and  retain  on  active  duty  military  nurses  to  meet  the  needs  of  the  Military 
Departments  are  addressed  within  the  pertinent  chapters. 
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CHAPTER  TWO 


NURSES  AND  NURSING 


The  nursing  profession  is  responsible  to  the  society  which  it  serves  for  the 
delivery  of  safe  and  competent  nursing  care.  The  authority  for  nursing  practice  is  vested 
with  each  state  in  the  United  States.  Each  state  has  a  nurse  practice  act  that  legally 
controls  nursing  practice  through  licensing;  legally  defines  and  describes  the  scope  of 
nursing  practice;  and  distinguishes  between  independent  nursing  functions,  that  is,  those 
activities  nurses  initiate  as  a  result  of  their  own  knowledge  and  skill,  and  dependent 
nursing  functions,  those  activities  that  are  carried  out  on  "orders”  of  the  physician. 

These  laws  protect  the  public  by  stipulating  licensure  requirements,  grounds  for 
revocation  of  license,  reciprocity  provisions,  penalties  for  practicing  without  a  license, 
and  composition  of  the  licensing  board.  A  license  is  a  legal  permit  granted  by  the  state 
to  certify  that  the  nurse  has  the  minimal  degree  of  competence  necessary  to  protect  the 
public’s  health,  safety,  and  welfare.1  It  authorizes  the  individual  to  practice  nursing  and 
to  use  the  title  of  registered  nurse.  Registered  nurses  have  completed  a  course  of  study 
in  a  school  of  nursing  approved  by  the  state  board  and  have  passed  the  national 
qualifying  examination  with  an  acceptable  score.  Certification,  a  voluntary  process, 
involves  recognition  by  the  profession  that  the  individual  has  met  predetermined 
standards  of  nursing  competence  within  a  specialty  area,  such  as  critical  care,  oncology, 
and  pediatrics. 


Relationships  With  Other  Disciplines 


The  delivery  of  health  care  today  requires  a  multitude  of  personnel.  The  primary 
members  of  the  health  care  team  are  nurses,  physicians,  paraprofessional  nursing 
personnel,  and  allied  health  personnel.  The  centrality  of  the  nurse’s  function  within  the 
health  care  system,  and  the  constancy  of  the  nurse’s  presence,  serve  as  a  link  between 
the  various  health  care  providers.  Nurses  distinctively  assure  continuity  of  care  and  the 
delivery  of  quality  patient  care. 


Nurses  and  physicians  have  a  collaborative  relationship  in  that  they  share 
responsibility  for  meeting  the  complex  health  care  needs  of  the  public.  They  work  in 
partnership  combining  their  medical  and  nursing  efforts  to  achieve  optimal  patient 
outcomes.  Their  relationship  is  also  interdependent.  Nurses  are  responsible  for 
administering  and  monitoring  activities  that  are  prescribed  by  the  physician  based  on  the 
medical  diagnosis  and  planned  therapeutic  regimen  and  for  the  nursing  process  and 
procedures.  Physicians  have  the  responsibility  for  decisions  related  to  medical  diagnosis, 
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knnlwTo  andHl!'e  °vfral1  heallh  care  Plan,  and  rely  heavily  upon  the  nurse  for  scientific 

maWne  One  clear  efp?nS*>  mdePe"den>  clinical  judgement,  and  sound  decision- 
making.  One  clear  example  is  the  care  of  a  patient  in  a  critical  care  unit  The 

fcC‘a" 's  ”ot  lhere  ?4.  hours  a  day,  but  relies  on  the  nurse  to  have  the  knowledge  and 
skill  to  make  meaningful  interpretations  of  observed  signs  and  symptoms  and  to 
appropriately  apply  a  total  health  plan  of  care. 

Essential  to  the  delivery  of  comprehensive  nursing  care  are  the  paranrofessional 
nursing  personnel  who  include  licensed  practical  nurses,  nursing  S 

personnel.  Under  the  direct  supervision  of  the  nurse,  they  provide  selected  aspects  of 
nursing  care  to  patients.  The  nurse  is  responsible  for  directing,  delegating  supe^sing 
and  evaluating  that  nursing  care.  Although  certain  procedures  and  tfsks  may  be 
delegated  to  paraprofessional  nursing  personnel,  the  nurse  cannot  delegate  the 
professional  responsibility  for  planning,  supervising,  and  evaluating  the  nursing  care 
given  by  the  paraprofessional  staff.3  Delegation  is  a  high-level  skill  requiring not  only 
an  in-depth  knowledge  of  the  patient’s  needs  and  nursing  care  requirements  but  also  an 
accurate  assessment  of  the  paraprofessional  staff  member’s  knowledge,  experience,  and 
skills  to  perform  particular  tasks.  Further,  the  nurse  is  responsible  for  teaching  the  staff 
necessary  aspects  of  nursing  care  and  promoting  their  career  development. 

Allied  health  personnel  are  those  personnel  whose  activities  support,  complement 
or  supplement  the  professional  functions  of  physicians,  dentists,  and  registe  ed  nu  seT 
tota'  well-being  of  the  patient,  nurses  coordinate  the  m£iad  of 
specialized  health  care  services  provided  to  patients  by  various  personnel.  These 
include,  but  are  not  limited  to,  respiratory  therapists,  laboratory  technologists  radiology 

workers^and'  dityicaf  Pty-ical  th.er*Pists’  dieticians,  pharmacists,  sociaf 

nntVndti  f  psychologists.  Such  increasingly  narrow  specialization  creates  the 

nn«fh/wlvfnf  ?r0Vldln?  ^XCel!e"t  heaIth  care  services.  However,  it  also  creates  the 
possibility  of  fragmented  and  depersonalized  care.  Patients  may  receive  care  from  5  to 

30  people  throughout  their  hospitalization.  "Coordination  of  care  has  become 

profoundly  difficult;  the  synthesis  of  care,  a  cognitive  and  interpersonal  feat."5  Nurses 

31^  S°  have  ar,eciProcal  collaborative  and  consultative  relationship 
with  allied  health  personnel  which  contributes  to  the  delivery  of  quality  patient  care. 


Maior  Factors  Influencing  Nursing  Today 

.  ,  Escalating  health  care  costs  have  resulted  in  earlier  patient  discharges  and 

declining  admissions.  With  early  discharges  there  is  an  increased  need  for  nurses 

rn  providin£  h,Shly  specialized  nursing  care  to  patients  in  home  and  ambulatory 
settings,  many  of  whom  are  acutely  ill  and  connected  to  complex  life-sustaining  device^ 

niff  r8  admissions,  most  patients  who  are  hospitalized  are  seriously  increasing 
the  need  for  nurses  trained  in  intensive  specialized  acute  care.  8 

Qn,  ^  ^P301  of  technology  on  the  nursing  profession  is  enormous.  Therapeutic 
and  diagnostic  procedures,  transplant  surgeries,  and  life  support  and  monitoring  systems 
have  increased  in  scope  and  complexity,  expanding  the  nurse’s  responsibilities  Md 
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increasing  the  need  for  expertise  in  the  newest  technological  devices.  The  application  of 
computers  in  the  health  field  to  maintain  patient  records,  record  and  analyze 
physiological  parameters,  regulate  medications,  and  analyze  laboratory  data  has 
revolutionized  nursing  practice  and  dramatically  increased  the  training  needs  of  nursing 
personnel.  6 

Changes  in  societal  values  influence  the  delivery  of  health  care.  The  consumer’s 
expectations  for  access  to  health  care  and  specialized  health  care  services  have 
increased.  Consumers  are  more  knowledgeable  about  health  and  stress-related  illnesses 
and  are  seeking  information  and  services  related  to  health  promotion  and  disease 
prevention.  The  need  for  nurses  to  provide  health  education  and  counseling  is 
increasing. 

The  growing  elderly  population,  often  with  long-term  illnesses,  requires  nurses 
with  specialized  training  to  meet  their  complex  health  needs.  The  increasing  number  of 
individuals  infected  with  AIDS  presents  a  particular  challenge  requiring  nurses  with 
experience  in  epidemiology,  acute  and  chronic  care,  crisis  intervention,  rehabilitation, 
and  health  education  and  counseling. 

In  response  to  these  changes  the  nursing  profession  has  developed  additional 
educational  programs  to  provide  nurses  with  increased  clinical  expertise  within  a 
specialty  area.  Nurse  practitioners,  clinical  nurse  specialists,  nurse-midwives,  and  nurse 
anesthetists  receive  formal  programs  of  advanced  education  to  prepare  them  for  their 
specialized  clinical  focus  within  the  health  care  system. 

Specialization  in  nursing  practice  reflects  the  proliferation  of  scientific  knowledge 
and  technology  and  the  need  within  the  health  care  system  for  advanced  nursing 
knowledge  and  skill.  A  few  of  the  nursing  specialties  are:  geriatrics;  infection  control; 
cancer;  cardiovascular;  high-risk  pregnancy  and  newborn;  trauma;  operating  room; 
ambulatory  care;  drug  and  alcohol  addiction;  organ  transplant;  quality  assurance; 
computer  technology;  biomedical  ethics;  and  resource  management. 


Military  Nursing 

The  mission  of  the  military  nurse  corps  is  to  provide  nursing  care  during  wartime, 
in  addition  to  providing  nursing  care  during  peacetime  to  active  duty  military  personnel,’ 
their  families,  and  eligible  beneficiaries.  This  mission  requires  that  all  active  duty 
military  nurses  have  flexibility  and  versatility  to  function  within  a  dynamic  health  care 
delivery  system.7 

In  peacetime,  the  military  nursing  practice  environment  bears  some  resemblance 
to  that  of  the  civilian  community.  However,  unique  to  military  nursing  is  the  need  to 
provide  care  to  a  mobile  military  population  with  world-wide  duty  assignments.  Nurses 
practice  in  such  varied  settings  as  hospital  ships,  deployable  medical  hospitals,  and  air 
transportable  hospitals  located  in  remote  and  isolated  areas  of  the  world. 
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.  .  e  highest  priority  of  the  military  nurse  corps  is  combat  medical  readiness 
traimng  to  prepare  nurses  to  provide  nursing  care  to  military  forces  during  wartime 
is  readmess  mission  requires  expert  professional  nursing  skills  for  the  management  of 
wartime  casua  ties,  as  well  as  military  knowledge  and  leadership  skills  to  eSe  the 
medical  mobilization.  The  readiness  mission  for  the  military  nSrse  corns  is 

°nr  daily  baS1S‘  1116  most  visible  of  this  effortTs  in  promoting 
n“rS,n8  ""  ,0  aC'iVe  dU‘y  PerSOnnel' ,heir  famili«.  a"d  other8 

....  ^  a  .dinician’  the  military  nurse  must  possess  the  clinical  versatility  to  function 
within  a  variety  of  practice  settings  and  clinicd  specialties  and  to  prartice^more 
independently  in  certain  circumstances.  Nursing  assignments  may  alternate  between 
m  3  rdem  teachin8  hospital,  routine 

and  combat  casualty  care  m  an  austere,  dangerous  environment  with  meager  resomce's. 

~  .  fording  to  the  report  of  the  Department  of  Health  and  Human  Services 

Secretary  s  Commission  Qn  Nyr^ing,  the  following  qualities  are  needed: 


"As  a  manager,  the  militaiy  nurse  must  have  the  organizational  skills  and 
222&10  '°  the  demands  of  *****  health  care  and  be 

mobilization^  “  aSPeC‘S  °f  nUrS1"8  Care  “  peacelime  and  in  time  of 

o  "As  an  educator,  the  military  nurse  must  possess  the  competencies  to 

provide  instruct10!1  and  supervision  for  junior  nurse  corps  officers  who  are 
new  to  the  profession  and  to  the  military  service,  and  for  paraprofessional 
personnel  who  may  have  had  no  previous  experience  caring  for  the  ill" 9 
The  constant  turnover  of  enlisted  nursing  personnel  intensifies  the  demand 
for  nurses  to  provide  effective  clinical  instruction  and  supervision. 

l^HArcV5  3  commissioned  officer,  the  military  nurse  "must  be  capable  of  providing 

Sith  Ste  uZ  OTSS"*1  ”“rSin8  S,aff  and  acc0mplishi"8  "VM  coordination 

...  .  MKnit^  Personnel  are  compensated  for  their  service  to  the  country  on  a  24-hour 

rftTcT'  ,'  unc0mpensa,ed  overtime  pertajns  to  all  milita^officer  ft  is  sigrnneam 

amo  eTf  “““  "  °bsCure  3  hidde“  shon^  °C  In  a 

sample  of  2,881  Air  Force  nurses  surveyed  m  1987,  46  percent  of  the  nurses  averaged 
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more  than  a  50-hour  work  week.12  Of  998  Navy  nurses  surveyed  in  1987,  the  average 
work  week  was  55  hours.13  Military  nurses  are  often  expected  to  work  longer  hours  and 
more  frequent  shifts  in  order  to  meet  staffing  shortages.  When  such  a  working 
environment  becomes  objectionable  and  persistent,  it  affects  retention  of  military  nurses. 

Physical  readiness  is  a  critical  requirement  for  military  nurses  today  and  one 
which  significantly  influences  promotion  opportunities.  Compliance  with  specified 
weight  standards  and  physical  fitness  criteria  is  evaluated  regularly.  Noncompliance 
results  in  poor  efficiency  ratings  and  may  even  result  in  separation  from  the  service. 
While  fitness  is  perceived  as  a  benefit  of  military  service,  it  is  also  often  a  personal 
hardship. 

Military  nurses  must  also  be  ready  to  relocate  their  family  and  household  to  any 
world-wide  duty  assignment,  often  on  short  notice.  Geographical  relocations  may  cause 
temporary  or  long-term  separations  from  immediate  family  members  in  addition  to  the 
"out-of-pocket"  relocation  expenses,  and  some  of  their  tours  are  arduous. 


Summary 

Advances  in  knowledge  and  technology,  intensity  of  patient  care  demands,  and 
changing  societal  factors  make  nursing  a  challenging  profession.  Positive  relationships 
with  other  disciplines  are  integral  to  successful  implementation  of  medical,  nursing  and 
other  elements  in  the  provision  of  health  care.  Military  nurses  are  particularly  talented 
in  caring  for  patients  in  the  multifaceted  military  health  care  service  system.  Military 
nurses  also  serve  as  commissioned  officers  and  perform  the  duties  inherent  to  that 
function  as  well.  Their  concept  of  service  to  country  is  strengthened  by  an  essential 
ethos  of  service  to  mankind,  thus  reinforcing  the  character  and  performance  of  the 
military  nurse. 
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CHAPTER  THREE 


CIVILIAN  ENVIRONMENT 


In  December  1987,  in  response  to  continuing  reports  of  a  nursing  shortage,  the 
Secretary  of  Health  and  Human  Services  established  a  Commission  on  Nursing  to  advise 
on  successes  and  problems  related  to  the  recruitment  and  retention  of  registered  nurses 
(RNs),  on  ways  in  which  the  private  and  public  sectors  might  work  together  to  increase 
the  supply  of  registered  nurses  both  immediately  and  in  the  long-term,  and  to  develop  a 
long-term  plan  to  relieve  problems  in  recruitment  and  retention  which  involves 
cooperation  of  both  the  public  and  private  sectors.  The  Commission  was  also  charged 
to  study  recruitment  and  retention  of  nurses  in  the  Public  Health  Service,  Veterans 
Administration,  and  Department  of  Defense.1  The  Commission’s  report  represents  the 
most  recent  and  extensive  analysis  of  the  current  status  of  professional  nursing  in  the 
United  States. 

The  Commission’s  report,  published  in  December  1988,  states  that  the  "shortage 
of  RNs  is  real,  widespread,  and  of  significant  magnitude.  There  is  evidence  to  support 
the  conclusion  that  the  current  shortage  cuts  across  all  health  care  delivery  settings  and 
all  nursing  practice  areas".2  The  shortage  is  particularly  significant  as  it  may  negatively 
affect  the  quality  of  patient  care  and  accessibility  of  health  services.  Because  the 
shortage  also  has  a  negative  impact  on  the  working  environment  of  currently  employed 
nurses,  it  may  be  self-perpetuating  by  driving  currently  employed  nurses  out  of  the  work 
force. 


Shortage  Indicators 

The  Commission  considered  a  combination  of  several  measures  as  indicative  of  a 
nursing  shortage.  The  following  factors  are  included  among  those  measures: 

o  Vacancy  rates 
o  Recruitment  time 
o  Hospital  bed  closures 
o  Use  of  temporary  agency  nurses 
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Vacancy  Rates 


.  Qne  of  the  most  significant  indicators  is  high  vacancy  rates  for  full  time 

reDorfed^haMtv*  positlons  for  .R1^-  The  American  Hospital  Association  (AHA) 
reported  that  the  average  hospital  vacancy  rate  for  RNs  has  risen  significantly  since  1981 

with  a  marked  increase  occurring  between  December  1985  and  December  1987  3  Figure 
3-1  shows  the  growth  in  vacancy  rates  for  approved  RN  full  time  equivalent  position^ 


AVERAGE  RN  VACANCY  RATES 

ALL  HOSPITALS 


PERCENT  OF  TOTAL  RN  FTEs  VACANT 


YEAR 


Source:  USDHHS,  1988 


Figure  3-1:  Average  RN  Vacancy  Rates,  All  Hospitals 

hncnitoi^  Sl?YWn  “  ISure  3.'2,  the  shortage  has  also  had  an  impact  on  community 
ospitals,  with  a  significant  increase  in  RN  vacancies  between  1985  and  1987.4 
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AVERAGE  RN  VACANCY  RATES 

COMMUNITY  HOSPITALS 

PERCENT  OF  TOTAL  RN  FTEs  VACANT 
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Source:  USDHHS,  1988 


Figure  3-2:  Average  RN  Vacancy  Rates,  Community  Hospitals 

Other  health  care  sectors  which  employ  nurses  appear  to  be  similarly  affected. 
The  American  Health  Care  Association,  a  nursing  home  trade  association,  conducted  a 
study  in  1987  which  estimated  the  national  nursing  vacancy  rate  at  nursing  homes  to  be 
approximately  23  percent.  Between  3  and  30  percent  of  nursing  homes  are  estimated  to 
fall  below  federal  standards  for  minimum  nurse  staffing.5 

In  1988,  the  National  Association  of  Home  Care,  an  industry  trade  association, 
conducted  a  survey  which  showed  that  56  percent  of  home  health  agencies  were 
experiencing  some  difficulty  in  recruiting  and  retaining  adequate  numbers  of  nurses. 
Forty  percent  of  the  agencies  indicated  that  they  were  currently  understaffed.6 

Finally,  the  ambulatory  care  environment  also  appears  to  be  experiencing  a 
shortage  of  RNs.  The  Secretary’s  Commission  on  Nursing  found  no  objective  data  for 
the  ambulatory  care  sector,  but  did  receive  testimony  from  nursing  representatives  of 
health  maintenance  organizations  that  indicated  a  current  nurse  shortage  in  this  care 
sector.  Testimony  also  indicated  that  the  shortage  had  increased  between  1986  and 
1988.7 
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Recruitment  Time 


3-3  shows  the  percent  of  hospitals  requiring60  d  §  engthy  Penods  t0  hire  RNs.  Figure 
specialties,  a  period  of  time  categorized  bwS  m0re  t0  recruit  for  different 

recruiting  conditions.  In  1987  90  davs  o^mnr^  aS  rePresentative  of  difficult 
hospitals  to  fill  critical  care  positions^  WCre  reqmred  by  46  Percent 


time  required  to  recruit  nurses 

c HOSPITALS- 60  DAYS  OR  MORE} 
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Figure  3-3:  Percent  of  Hospitals  Requiring  60  Days  or  More  to  Recruit  Nurses 

home,  home  health  ca re 1  a nd°a mb u fa tn  1^° F  * 6  d ' Y  become  more  difficult  for  the  nursing 
survey  conducted  35  We,L  In  a  1987 

facilities  indicated  requiring  more  than  90  days  to  fi^staff  RNpositioms  f  reSp°nding 

Nation^^sodatio^of  Homeware  "f3/  ^ in  -cruiting  RNs.  THe 
of  responding  home  health  agencies  indiritod  Pdu.cted  m  1988»  indicated  that  56  percent 
retaining  RNs.10  g  “  ,ndlcated  havlnS  some  difficulty  in  recruiting  and 
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Hospital  Bed  Closures 


The  1987  AHA  survey  also  showed  a  direct  correlation  between  the  RN  shortage 
and  bed  closures  that  administrators  believe  are  attributable  to  nurse  understaffing. 
Figure  3-4  shows,  by  hospital  type,  the  percent  of  hospitals  that  indicated  closing  beds  in 
the  latter  half  of  1987  that  was  directly  attributable  to  a  shortage  of  RNs.11 


HOSPITAL  BED  CLOSURES 
IN  2ND  HALF  1987  DUE  TO  NURSE  SHORTAGE 
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Figure  3-4:  Percent  of  Hospitals  Reporting  Bed  Closures  in  2nd  Half  1987 
Due  to  Nurse  Understaffing 
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Use  of  Temporary  Agency  Nurses 


percen,F^5ninhtueaU  i„e  inCT“«d  f™>  30 


INCREASED  USE  OF  AGENCY  NURSES 
BY  HOSPITALS 

50  percent  of  hospitals  using  agency  nurses 


YEAR 


Source :  USDHHS,  1988  - - - - - - 

Figure  3-5:  Percent  of  Hospitals  Using  Agency  Nurses,  1986-1987 
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Opinions  of  Nurse  Administrators 


The  1987  AHA  survey  also  elicited  subjective  opinions  from  respondents  about 
the  relative  severity  of  any  local  shortage.  Hospital  nurse  administrators  in  76  percent 
of  the  hospitals  surveyed  assessed  their  hospitals  as  experiencing  an  "overall"  shortage  of 
KNs.  Figure  3-6  shows  the  percentage  of  hospitals  reporting  a  "severe"  shortage.13 


HOSPITALS  REPORTING  “SEVERE"  SHORTAGE 
AS  REPORTED  BY  NURSE  ADMINISTRATORS 


PERCENT  REPORTING  "SEVERE"  SHORTAGE 
30  - 
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Source:  USDHHS,  1988  - - 


Figure  3-6:  Percent  of  Hospitals  Reporting  "Severe"  Shortage  as  Reported  by 
Nurse  Administrators 


.  summary,  the  Secretary’s  Commission  on  Nursing  estimated  that  in  1987,  an 
additional  117,000  full  time  equivalents  would  have  been  required  to  fill  RN  vacancies 
in  hospitals  and  21,000  additional  in  nursing  homes.14 
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Supply  and  Demand 


Supply 


The  actual  supply  of  RNs  continued  to  increase  through  1988,  with  the  overall 
supply  reaching  the  highest  level  in  history  due  largely  to  the  great  number  of  students 
in  basic  nursing  education  programs  in  the  mid-1970s. 

Although  the  total  number  of  licensed  nurses  is  at  a  historical  peak,  the  pool  of 
new  nurse  graduates  is  declining.  There  is  a  well-documented  decline  in  nursing  school 
enrollment  and  graduations  in  very  recent  years.  Figure  3-7  shows  the  decline  in 
enrollment  and  graduations  since  1984  for  generic  students  (students  with  no  prior 
nursing  education).  RN  students  (students  who  are  already  licensed  as  registered 
nurses)  show  a  decline  in  enrollment  with  a  slight  increase  in  graduations.  This  is  a 
small  and  generally  older  student  population,  however,  that  is  less  likely  to  enter  military 
service.  Total  undergraduate  enrollment  has  declined  31.9  percent  since  1984  and 
graduations  by  14.5  percent  among  member  schools  of  the  American  Association  of 
Colleges  of  Nursing. 5  There  has  also  been  a  decline  in  male  enrollment,  with  the 
greatest  decrease  in  Bachelors  of  Science-Nursing  (BSN)  programs.  Minority  enrollment 
in  basic  nursing  programs  has  also  decreased.16 
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UNDERGRADUATE  ENROLLMENT  AND  GRADUATIONS 
BY  STUDENT  TYPE 
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Source:  AACN,  1988 

Figure  3-7:  Undergraduate  Enrollment  and  Graduations,  by  Student  Type 
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■1  GENERIC  STUDENTS  GBsER  I C  GRADUATES 

R\\3  ON  STUDENTS  HS  QN  GPADLATES 


The  decline  in  enrollments  and  graduations  is  projected  to  continue.  Figure  3-8, 
as  displayed  in  the  Secretary's  Commission  on  Nursing.  Final  Report,  shows  a  marked 
decrease  in  interest  in  nursing  as  a  career  among  female  first-time,  full-time  entering 
freshmen.17 
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Declining  student  enrollment  is  projected  to  exacerbate  the  shortage  seriouslv 

sS0Jird1dfmanHabll“y  a"d  1Uality  °f  nursing  services-  "O'6  differemia|8between  5 
supply  and  demand  is  projected  to  worsen  if  intervention  does  not  occur  Because  a 

must  co^eTf  enSCd  nurses  iS  already  emPloyed-  a  “able  or  increased  supply 

SrdVS"':,  ZT  e?'enng  ‘hre  fldd-  Maj0r  fac,ors  viewed  ^  contributing  to 
aecreased  enrollment  and  graduation  of  nurses  include  the  following:  5 


o  Increased  career  opportunities  for  women 
o  Poor  wage  comparability 
o  Professional  factors 
o  Changing  national  demographics 
o  Fear  of  AIDS 
o  Decreased  education  subsidies 
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Increased  Career  Opportunities/Low  Wages 

As  more  high-paying  and  professionally  challenging  career  fields  open  to  women, 
fewer  women  are  entering  the  field  of  nursing.  Figure  3-9,  from  the  S?<rT?t9|Y> S 
Commission  on  Nursing.  Final  Report,  shows  the  low  income  of  nurses  relative  to 
incomes  of  different  service  occupations  in  1987. 


Earnings  for  Selected  Occupations 
In  the  Service  Industries,  1987 


C  NtimmI  Dir,  H  EmImiMri  Tich. 

0  Syit«Mi  Aiitiyata  I  iwyar* 

E  Auditor!  J  Job  Aa  a  ly  a  t  a 


Figure  3-9:  Earnings  of  Selected  Occupations  in  the  Service  Industries,  1987 


Following  a  nurse  shortage  in  the  late  1970s,  nursing  wages  rose  to  approximate 
equivalency  with  teachers’  in  1980.  By  1985,  however,  nurses’  incomes  had  fallen 
approximately  20  percent  below  teachers’  salaries  and  were  approximately  ^percent 
less  than  average  salaries  for  all  female  professionals  and  technical  workers. 
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Professional  Factors  and  Working  Conditions 

l  ..  afe  many  professional  values  involved  in  job  satisfaction  which  may  be 

*  m  0ti.ef  such  factors  are  professional  autonomy  ^nd 

utually  respectful  relationships  with  other  professional  personnel  in  the  working 

environment.  Nurses  frequently  are  not  able  to  practice  at  the  levels  of  professional 


Working  conditions  may  also  be  stressful  and  dissatisfying  for 
Common  stressors  are  changing  schedules  and  rotating  shifts. 

National  Demographics 


many  nurses. 


_f  is  Decll™ng  birth  rates  between  1965  and  1976  have  resulted  in  a  small  population 
8  year  olds,  the  population  from  which  basic  nursing  programs  historically  draw  the 

Sei995“Cemage  °f  admiSSi°"S-  71,6  dedi"e  in  ,his  “  Projected  ,o  Continue 


AIDS  Epidemic 


presefnce.  of  Aps  in  the  population  may  deter  some  potential  students  from 
entering  the  profession.  A  recent  study  showed  that  even  among  qualified  nurses  25 
percent  of  those  surveyed  believed  themselves  to  be  at  moderate  or  high  risk  for 
contracting  AIDS  even  though  the  objective  risk  was  very  small.21  § 

Decreased  Education  Subsidies 


.  ,.  Declines  in  availability  of  education  subsidies  may  also  be  a  cause  of  fewer 
'*d“als  ent^n,ng  profession.  Federal  support  for  basic  nursing  education 
R*  h™S  J‘eached  a  hjgh  of  $102.5  million  in  1976,  but  was  terminated  in  1983.  Further 

more  prevalent *  avfa^ility  of  sKtudent  scholarships,  with  loans  becoming  ’ 

12  '  *r°ans  havf  a  S0  become  harder  ^  get  and  more  costly,  paralleling  the 

debHodadnsCreaSeS  C°StS  °f  educatl0n-  Students  frequently  leave  collegePwith  large 


chnrtooT^  ^ejaiys  Commission  on  Nursing  reports  that  observers  of  the  current  RN 
and  not6 litaly'to  ^^CTWfd^resolved^6  differem  ^  Pre™US  ^  nursin«  shorta«es 
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Demand 


The  Secretary’s  Commission  determined  that  "the  current  shortage  of  RNs  is 
primarily  the  result  of  an  increase  in  demand  as  opposed  to  a  contraction  of  supply."22 
The  increased  demand  for  nursing  services  currently  outstrips  even  today’s  large  supply. 
The  demand  for  registered  nurses  is  expected  to  continue  to  increase  and  exceed  the 
supply. 


Table  3-1  shows  major  factors  which  have  contributed  to  the  increased  demand 
for  RNs.  Several  factors  appear  contradictory,  such  as  an  increased  demand  for  hospital 
nursing  services  occurring  simultaneously  with  decreased  hospital  patient  admissions  and 
decreased  length  of  hospital  stay.  Buth  factors,  -however,  result  in  only  the  sickest 
patients  generally  being  cared  for  in  hospitals.  There  is  also  a  shorter  period  of  time  in 
which  to  provide  the  full  array  of  nursing  services  which  previously  could  be  delivered  to 
patients  and  families  over  a  longer  hospitalization.  Even  advances  in  medical 
technology,  which  might  be  projected  to  reduce  demand  for  nurses,  appear  to  have 
created  an  increased  demand  for  highly  skilled  nurse  labor. 
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Table  3.1 

Major  Factors  Contributing  to  Increased  Demand  for  Registered  Nurses 


Factor 

Hospital  budget  constraints 


Aging  population 


Advances  in  medical  technology 


AIDS 


Resulting  in 

o  Substitution  of  RNs  for 
other  patient  care  personnel 
o  Decreased  patient  admissions 
o  Decreased  length  of  patient 
stay' 

o  Increased  patient  acuity 


o  Larger  population  with 
increased  health  care  needs 


o  Larger  population  in 
nursing  homes 


o  Saving  and  prolonging 
lives  of  previously  terminal 
patients 

o  Increased  complexity  of  care 
o  Complications  of  highly 
technical  treatments 


o  Increased  number  of  patients 
with  frequent  hospitalizations 
o  Increased  requirement  for 
intensive  nursing  care 


Impact 

o  Increased  demand  for 
RNs 

o  Compression  of 
nursing  services 
o  Increased  demand  for 
nursing  services  in 
nursing  homes  and  the 
home  environment 
o  Requirements  for  more 
complex  and  intense 
nursing  care 


o  Increased  demand  for 
health  care 

o  Increased  demand  for 
more  complex  health 
care 

o  Increased  demand  for 
nursing  services  in 
nursing  homes 


o  Increased  demand  for 
specialized  knowledge 
and  skilled  nurse  labor 


o  Increased  demand 
for  nursing  services 


S°UrCe:  SfiCretarV,s  Commission  on  Nursing.  Interim  Remi,  Vol.  Ill,  December  1988. 
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Summary 


The  Secretary’s  Commission  on  Nursing  has  concluded  that  the  current  nursing 
shortage  may  be  fundamentally  different  from  previous  shortages.  The  current  shortage 
is  primarily  attributable  to  increased  demand  for  nursing  services.  The  increased 
demand  is  not  matched  by  new  input  into  the  nursing  profession,  which  is  projected  to 
further  increase  the  differential  between  supply  and  demand.  Some  factors  may  be 
changed  to  increase  interest  and  enrollment  in  the  nursing  profession,  but  other  factors, 
such  as  the  demography  of  a  small  college-age  population,  cannot  be  readily  overcome. 
Due  to  the  very  high  level  of  employment  among  already  licensed  nurses,  the  current 
shortage  may  not  be  as  readily  influenced  by  market  factors,  such  as  increases  in  wage 
and  benefits,  as  were  previous  shortages.  The  combination  of  increased  demand,  an 
existing  high  level  of  employment,  and  declining  input  into  the  profession  has  created 
increased  competition  for  nurses. 

As  a  result  of  the  shortage,  many  employers  of  nurses  have  engaged  in  salary  and 
benefit  competition.  In  1988,  average  pay  for  staff  nurses  and  nurse  managers  increased 
by  7  and  9  percent  respectively,  with  some  nurse  wages  increasing  by  as  much  as  13.4 
percent.23  Salaries  are  projected  to  continue  to  increase  at  approximately  the  same  rate. 
Enhanced  benefit  packages  are  also  being  offered  as  well  as  special  bonuses  and  strong 
educational  assistance  programs.  Many  of  the  benefits  which  the  military  has  provided 
are  now  being  matched  or  exceeded  by  civilian  employers. 

The  nursing  shortage  is  significant  for  the  Department  of  Defense.  The  Services 
currently  access  the  majority  of  nurses  immediately  following  completion  of  basic  nursing 
education  in  a  civilian  nursing  program.  A  decline  in  output  from  civilian  nursing 
programs  will  directly  reduce  the  size  of  the  pool  from  which  the  DoD  recruits. 
Simultaneously,  competition  for  both  the  new  graduate  and  the  experienced  nurse  is 
greatly  heightened  in  the  civilian  market.  The  DoD  must  remain  competitive  in  the 
civilian  marketplace  for  both  the  entry  level  nurse  and  for  nurses  with  eiperience  and 
advanced  training  The  Services  cannot  sustain  excessive  losses  of  experienced  military 
nurses  in  an  environment  where  replacement  through  new  accessions  will  become 
increasingly  difficult. 
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CHAPTER  FOUR 


LEGISLATIVE  HISTORY 


Legislative  and  Regulatory  History  of  Incentives  for  Nurses  in  the  Department  of 

Defense 

Several  categories  of  legislation  and  military  regulations  have  directly  or  indirectly 
affected  the  pay  of  nurses  in  the  military.  The  primary  categories  involve  the  following 
major  areas: 

o  Establishment  of  the  nurse  corps  and  achievement  of  rank  parity 
o  Special  pay  for  nurses  on  active  duty 
o  Incentives  and  management  initiatives  for  reserve  nurses 
o  Constructive  service  credit 
o  Education  programs 


Rank  Parity 

Table  4-1  shows  highlights  in  the  establishment  of  the  stages  in  achieving  formal 
military  integration  of  the  Army  and  Navy  Nurse  Corps  and  in  achieving  rank  parity  for 
nurses.  The  history  of  the  Air  Force  Nurse  Corps  is  different  from  that  of  the  older  two 
nurse  corps.  By  the  time  the  Air  Force  Nurse  Corps  was  established  in  1949,  many 
strides  had  been  made  by  the  other  two  Services  from  which  Air  Force  nurses 
immediately  benefited.  The  achievement  of  rank  parity  was  significant  for  military 
nurses  since  previously  they  had  neither  the  same  commissioned  status  nor  pay  and 
retirement  benefits  as  other  officers.  These  legislative  changes  came  as  a  result  of  a 
need  at  different  times  in  history  to  enhance  the  status,  pay,  and  benefits  of  the  military 
nurse  in  response  to  problems  with  recruitment,  retention,  and  morale. 


Legislative  History 
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_  Table  4-1 

Establishment  of  the  Nurse  Corps  and  Rank  Parity  for  Nurses 


Da(e 

Service 

Effect 

1898 

Army 

Nurse  Corps  Division  established 

1901 

Army 

Nurse  Corps  permanent 

1908 

Navy 

Nurse  Corps  established 

1920 

Army 

Relative  rank,  0-1  to  0-4 

1938 

Navy 

Nurse  Corps  permanent 

1942 

Army 

Relative  rank  to  0-6,  pay  and  allowances 
approximated  male  counterparts 

Navy 

Relative  rank,  0-1  to  0-4 

1944 

Army/Navy 

Actual  rank  and  temporary  commissions,  0-1 
0-6 

1947 

Army/Navy 

Permanent  commissions,  0-1  to  0-6 

1949 

Air  Force 

Nurse  Corps  established 

1967 

All 

Promotion  equivalent  to  men 

Seg^al  Pay  for  Nurses  in  th.  Active  Compnn^ntc 


authorized!10  ^  "  PEyS  f°r  aCtive  du*  nurses'have  8yet  been 

Legislation  proposed  since  1980  includes  the  following  items: 
c  •  January,  1987  -  This  bill  would  have  entitled  nurses  onalifieH  in 

=i-=3SSS=H5~=Sr 
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o  The  Department  of  Defense  Appropriations  Bill.  1989  -  This  bill  included 
special  pay  for  military  nurse  anesthetists.  The  legislation  that  would  have  authorized 
payment  (S.  2069)  was  not  enacted. 

o  P.L.  100-690.  November.  1988  -  This  law  amended  the  Public  Health  Service 
Act  to  formally  link  the  pay  of  commissioned  nurses  in  the  Public  Health  Service  with 
any  future  special  pay  authorized  for  commissioned  nurses  in  the  DoD. 

Independent  of  the  Department,  two  bills  dealing  with  incentives  for  nurses  have 
been  introduced  in  the  Senate  for  Fiscal  Year  (FY)  1990  and  1991. 

o  S.  130.  January,  1989  -  This  bill  is  a  reintroduction  of  S.  2069  from  1988.  It 
would  authorize  payment  of  a  bonus  for  nurses  in  return  for  a  commitment  to  remain  on 
active  duty  for  at  least  an  additional  year.  TheJntent  was  that  it  be  applied  immediately 
to  a  bonus  for  nurse  anesthetists,  but  at  the  same  time  provide  flexibility  to  the  Services 
in  identifying  other  critical  specialty  shortage  areas. 

o  S.  131.  January.  1989  -  This  bill  would  exclude  nurses  from  computation  of  the 
control  grade  ceilings  as  prescribed  by  the  Defense  Officer  Personnel  Management  Act 
(DOPMA).  Nurses  would  be  added  to  medical  and  dental  officers  who  are  currently 
excluded  from  computation  of  the  grade  ceilings. 


Incentives  for  Reserve  Nurses 

In  1985,  due  to  an  acute  shortage  of  physicians  and  nurses  in  the  reserves,  the 
Congress  legislated  two  reserve  incentive  programs  for  reserve  health  care  professionals 
qualified  in  or  undergoing  training  in  specialties  designated  as  critically  short  for 
wartime.  Programs  applied  equally  to  medical  and  nurse  corps  officers. 

Table  4-2  summarizes  the  incentives  and  management  initiatives  authorized  for 
reserve  nurses  since  1985.  These  programs  emphasize  the  fact  that  the  nurse  shortage 
spans  the  Total  Force  and  that  the  Congress  has  already  acted  to  address  the  problem 
legislatively  for  the  reserve  components. 
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Table  4-2 

Incentives  and  Management  Initiatives  for  Reserve  Nurses 


Proeram /Initiative 

Eligible  Nurse<f 

Benefit 

Obligation 

Stipend  for  Reserve  Health 
Professionals  (FY87  DoD 
Authorization  Act) 

o  Fully  qualified 

O  In  training  in 

specialties  critically 
short  for  wartime 
o  In  Selected  Reserve 

Monthly  stipend* 

3  yrs  Selected 
Reserve 

Stipend  for  Reserve  Health 
Professionals  (Modified  and 
expanded  by  FY88/89  DoD 
Authorization  Act) 

o  Fully  qualified 
o  In  training  in 
specialties  critically 
short  for  wartime 
o  In  Ready  Reserve 

o  Monthly  stipend*  2  yrs  Selected 

(Selected  Reserve)  Reserve 

o  One-half  monthly  2  yrs  IRR 

stipend*  (Individual 

Ready  Reserve  (IRR)) 

o  3rd  and  4th  yr 

baccalaureate  nursing 
students 

$100  per  month 

1  yr  IRR 

Education  Loan 

Repayment  Program 
(FY87  and  FY88/89  DoD 
Authorization  Acts)** 

o  Fully  qualified  in 
specialties  critically 
short  for  wartime 
o  In  Selected  Reserve 

Annual  $3,000 
repayment  of 
education  loans. 

Total  repayment 
of  $20,000 

1  yr  in  Selected 
Reserve 

Increase  in  Age  for 

Initial  Appointment 
(FY88/89  DoD  Authorization 
Act) 

o  Fully  qualified  in 
specialties  critically 
short  for  wartime 

Increased  recruiting  pool 
by  increasing  maximum  age 
for  appointment  to  no 
less  than  47  years 

Retention  in  Active  Status 
(FY88/89  DoD  Authorization 
Act) 

o  Fully  qualified 

Provides  retirement 
opportunity  for  members 
appointed  at  47  yrs  by 
increasing  maximum  age 
for  retention  in  active 
status  to  67  yrs 

Pilot  Test  Program  for 
Specialists  in  the  Selected 
Reserve  (FY89  DoD 
Authorization  Act) 

o  Fully  qualified  in 
specialties  critically 
short  for  wartime 
o  In  Selected  Reserve 

Test  of  variable 
size  bonus  not  to 
exceed  $10,000 
annually 

Test  of  variable 

length 

obligations 

of  fj'uly  Sd  was  dSM.“"Ua"y  b“‘d  0"  ““  P"“'“  ”  basic  ■“»  rates.  Tbe  rnomhly  stipend  as 
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Constructive  Service  Credit 


The  award  of  constructive  service  credit  has  direct  impact  on  the  income  of  the 
recipient  officer  as  the  amount  of  military  pay  is  determined  by  rank  and  promotion. 
Award  of  constructive  service  credit  is  designed  to  create  equity  between  individuals  who 
enter  active  duty  immediately  following  completion  of  a  basic  nursing  program  and  those 
who  enter  military  service  later,  following  completion  of  an  advanced  professional 
degree  or  after  years  of  professional  civilian  experience.  The  legislative  authority  to 
grant  constructive  credit  for  professional  experience  has  varied  as  shown  in  Table  4-3. 
The  most  recent  change  came  as  a  result  of  recognition  by  the  Congress  of  the  need  to 
expand  the  nurse  recruiting  pool  to  include  lateral  entry  of  older,  more  experienced 
nurses.  The  authority  to  grant  constructive  service  credit  for  professional  experience  to 
nurses  without  an  advanced  degree  was  provided  to  make  appointment  more  attractive 
to  the  experienced  nurse.  While  the  award  of  constructive  service  credit  is  beneficial,  its 
impact  is  lessened  by  the  restrictions  of  the  DOPMA  grade  tables. 


Table  4-3 

Award  of  Constructive  Service  Credit 
Credit  Authorized  70  v  Professional 


Period /Legislation 

for  Advanced  Degree 

Experience* 

Pre  DOPMA 

Yes 

Yes 

Post  DOPMA* * 

Yes 

Only  in  conjunction  with 

Sep  15,  1981  -  Dec  3,  1987)/ 
P.L.  96-513 

advanced  education 

Post  DOPMA 

(Dec  4,  1987  -  Present)/ 

P.L.  100-180 

Yes 

Yes 

•Limits  on  the  amount  of  professional  experience  which  may  be  granted  are  prescribed  by  DoD  Directive 
1312.2,  "Entry  Grade  Credit  for  Health  Services  Officers". 

**DOPMA  was  enacted  Dec  12,  1980,  but  was  not  implemented  until  Sep  15,  1981. 


Deferral  of  Mandatory  Retirement  for  Age 

The  National  Defense  Authorization  Act  for  Fiscal  Year  1988-1989  amended 
Title  10,  U.S.C.  to  permit  the  Service  Secretary  concerned  to  defer  mandatory 
retirement  for  age  to  67  years  for  certain  health  care  professionals  who  during  the 
period  of  deferral  would  be  providing  patient  care  or  performing  other  clinical  duties. 
Nurses  were  included  under  this  authority. 
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Civilian  Nurse  Employees  in  Federal  Health  Care  Facility 

TnnaJcc  f®  T®  ,°f  ciyiIiani  nurses  working  in  Federal  medical  treatment  facilities  the 
ha5  clearly  acknowledged  the  variance  in  civilian  markets  along  with  the  ’ 

5X22?  °fftC0?Pet-lnF-  successfulIy  civilian  employers  in  local  markets  The 
Congress  has  further  indicated  its  awareness  of  special  problems  in  recmitfng  and 

nartirM§  member?  ofJ?any  health  care  disdplines,  with  nurses  often  selected  for 

emphasis  The  Congress  has  also  enabled  the  Federal  government  to  Dav 
premium  pay  to  civilian  nurses  and  other  authorized  health  care  personnel  world?/, n 

22SL  rtnfnfccai?‘  f0r  ShiftS'  0Ver,ime'  3,1(1  °‘her  sped:iP~d^o  8 

P  prevailing  payment  mechanisms  in  the  civilian  marketplace. 

„,„„„The  0ffica  of  Personnel  Management  and  the  Veterans  Administration  have 
statutoty  pay  authorities  that  permit  flexibility  in  tailoring  compensation  programs  to 
national  or  local  market  conditions  where  there  are  problems  with  recm.WnfTL 
retention  of  civilian  nurses.  These  authorities  also  provide  for  premium  pav  for  shift 
work  and  oven, me.  Variable  provisions  exist  for  on-call  and  stand™  dow.  - 

increases1;!8/;  'he  Veterans  Administration  has  also  had  additional  authoritv  to 
ncrease  rates  of  premium  pay  and  to  pay  full-time  pay  for  two  twelve-hour  mure  nn 

Saturday  and  Sunday.  The  authority  was  granted  to  allow  flexibility  in  establishing 

e^nVItlVC  Pay  f°r  nUrSCS  in  geograPhic  areas  where  the  Veterans^Administration  is 

tff  Veterans  AdStrmion^o6^”11011  problems*  In  1988>  the  Congress  also  authorized 
t_  ,  .  eran^Adrmmstratlon  to  use  a  recruitment  and  retention  bonus  where  necessarv 

AdnuXrmioX'nm  u™S8,ht  aS^da^  al‘h°Ugh  "*  Ve*r3nS 

F^ltarToSSD^  ** 

Appropnations  Bill  contained  language  to  allow  the  DoD  tn  waive  Sh  !  ,  De(ense 
concerning  wage  rates  for 

^moW^Tr?  C°ndUde,d’  h0WeVer’ ,hat  ,here  was  insuffic^m'authoriwprotdde^to 

by  reflation.  on8resslonal  m,en*  35  Clvll,an  salaries  are  established  in  law  lather  than 

amhn  DJpartment  subsequently  submitted  a  proposal  to  grant  the  DoD  the 
authority  needed  to  waive  wage  rate  restrictions  for  civilian  health  care  oersonnH  in 
high  cost  areas.  The  proposal  was  deleted  from  the  Fiscal  Year  1989  Defense 
Appropnations  Bill,  however.  Enactment  of  special  pay  authority  may  bef  necessary  for 
the  DoD  to  remain  competitive  with  civilian  medical  facilities  ^ 


4-6 


Health  Professionals  Special  Pays  Study 


Table  4-4  shows  the  authority  for  civilian  pay  authorized  the  Office  of  Personnel 
Management  and  the  Veterans  Administration. 

Table  4-4 

Pay  Authority  for  Civilian  Nurse  Employees  in  Federal  Health  Care  Facilities 

Recruitment 

Premium  and 

Basic  Pgy  Pay  Retention  Bonus 

Office  of  Personnel  Management  Flexible  Rate  Standard  Rate  No 

(Title  5,  U.S.C.) 

Veterans  Administration  Flexible  Rate  Flexible  Rate  Yes  (P.L.  100-322,  1988) 

(Tide  38,  U.S.C.) 


Nursing  Education  Sponsored  bv  the  Armed  Forces 

The  value  of  military-sponsored  education  as  a  recruiting  tool  has  long  been 
recognized  as  one  of  the  most  powerful  mechanisms  available  to  the  Military 
Departments  to  achieve  adequate  levels  of  manning.  This  is  particularly  true  in  the 
health  professions  due  to  the  significant  education  requirements  for  professional 
qualification  in  the  health  care  disciplines.  The  Services  all  currently  sponsor  advanced 
training  for  commissioned  nurses  on  active  duty.  Between  the  late  1950s  and  the  early 
1980s,  nursing  training  programs  also  were  used  extensively  by  the  Services  as  a 
procurement  source  to  assist  in  achieving  an  adequate  supply  of  nurses.  Participants 
incurred  an  active  duty  obligation.  The  primary  programs  used  are  listed  below: 

o  Diploma  Program:  Nursing  students  enrolled  in  diploma  programs  received 
pay  and  allowances  at  pay  grade  E-3  during  the  last  year  of  training. 

o  Baccalaureate  Program:  The  military  paid  the  cost  of  tuition,  fees,  and  books 
for  nursing  students  in  their  third  or  fourth  year  of  training.  Participants  also  received 
pay  and  allowances  at  pay  grade  E-3  until  six  months  prior  to  graduation  when  the 
student  was  promoted  to  pay  grade  0-1.  Toward  the  end  of  the  program,  promotion 
was  delayed  until  the  individual  had  graduated. 

o  Walter  Reed  Army  Institute  of  Nursing  Program:  This  Army-unique  program 
provided  the  cost  of  tuition,  fees,  and  books  for  the  full  four  years  in  a  baccalaureate 
nursing  program.  Pay  and  allowances  were  also  paid  at  pay  grade  E-3.  Participants 
enrolled  at  the  institution  of  their  choice  for  the  first  two  years  of  nursing  education;  the 
final  two  years  of  training  were  taken  at  the  University  of  Maryland. 

o  Registered  Nurse  Program:  Individuals  who  were  already  registered  nurses 
could  be  commissioned  and  receive  pay  and  allowances  appropriate  to  their  grade  for  up 
to  24  months  while  enrolled  in  a  baccsdaureate  or  master’s  degree  program. 
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CHAPTER  FIVE 


NURSE  REQUIREMENTS 


The  peacetime  nurse  manpower  requirements  of  the  active  duty  military  nurse 
corps  are  presented  in  this  chapter  to  provide  a.  basis  for  the  compensation  analysis. 
Assuming  an  adequate  supply  of  qualified  nurses,  and  a  competitive  compensation 
system,  a  force  structure  designed  to  meet  the  lowest  requirements  level  is  equally 
capable  of  expanding  over  time  to  a  larger  force. 

The  Military  Departments  have  presented  two  different  approaches  to 
calculations  of  estimated  peacetime  force  levels  desirable  to  reduce  the  cost  of 
purchased  care.  Neither  is  all  inclusive.  Each  service  counts  health  care  workload 
differently  and  addresses  service  unique  effects  of  environment,  facility  size  and  mission 
and  operational  commitments  in  a  distinct  manner. 

The  methodologies  used  are: 


o  Peacetime  Cost  Analysis  -  an  economic  model  based  on  Military  Expense 
and  Reporting  System  (MEPRS)  data  and  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services  (CHAMPUS)  workload 

o  Peacetime  Nursing  Requirements  -  model  based  on  patient  classification 
and  intensity  of  nursing  care,  utilizing  the  proposed  Joint  Healthcare 
Manpower  Standards  (JHMS) 

o  Additionally  there  is  a  statement  from  the  military  departments  of  the 

nurse  corps’  budgeted  and  actual  end  strengths.  These  numbers  depict  the 
differences  between  the  number  of  nurses  provided  for  in  the  budget  and 
the  number  of  nurses  on  active  duty,  by  aggregate  and  selected  nurse 
specialties. 
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Peacetime  Cost  Analytic 

s~S  "«,*  fss  tss ^jssisSps;1”  't-'- 
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anesthetists,  nurse  practitioners,  or  psycWatri^nurses.1  ^  EnalyS1S  da-nQt  incluc1e.murse 


Clinical 

Area 

Army 

Medical 

Surgical 

Neurology 

Orthopedics 

Ophthalmology 

Otolaryngology 

Urology 

Gynecology 

Obstetrics 

Total 


TABLE  5-12 

Summary  of  Analytic  Results 
Additional  Nurse  Manpower  Required 

Simple  Tradeoff  Complex  Tradeoff 

- -  Factor 


149 

66 

12 

10 

1 

5 

5 

12 

268 

528 


161 

69 

13 

10 

1 

5 

5 

13 

268 

545 
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Tabic  5-1  (Continued’) 


Clinical 

Simple  Tradeoff 

Complex  Tradeoff 

Area 

Factor 

Factor 

Navy 


Medical 

95 

104 

Surgical 

34 

39 

Neurology 

5 

5 

Orthopedics 

'6 

6 

Ophthalmology 

1 

1 

Otolaryngology 

5 

6 

Urology 

4  - 

"  4 

Gynecology 

11 

12 

Obstetrics 

256 

256 

Total 

417 

433 

USAF 

—  ...  -  . 

Medical 

130 

130 

Surgical 

42 

44 

Neurology 

5 

6 

Orthopedics 

-  5 

5 

Ophthalmology 

1 

1 

Otolaryngology 

3 

3 

Urology 

3 

3 

Gynecology 

19 

20 

Obstetrics 

337 

337 

Total 

545 

549 

DqD 

Medical 

374 

395 

Surgical 

142 

152 

Neurology 

23 

24 

Orthopedics 

20 

21 

Ophthalmology 

2 

3 

Otolaryngology 

13 

14 

Urology 

12 

12 

Gynecology 

42 

45 

Obstetrics 

861 

861 

Total 

Nurse  Requirements 

1,490 

1,527 
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Peacetime*  Nyrsing  Requirement* 

Manpower  s“ds  ,he  Joi"‘  Healthcare 

'  on  the  Z  ^ 

Authoruation  Requirements  Documentation  Agency, ta  31  De/ernbeVlm  Manp0Wer 

two  categoqri«m-Sefct  eaten™  ”  &ed  medical  treatmenI  facilities  "’ere  divided  into 
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System  (MEPRS^and^mtTstOTkarns^ratfe^T^r6^™3"”  RePortinS 
each  nursing  work  center  to  dpmrmir.  •  Patient  classification  spreads  were  used  for 
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Table  5-2 


ESTIMATED  PEACETIME  NURSING  REQUIREMENTS 


Army 

Naw 

USAF 

Inpatient  nurse  requirements 
(JHMS  -  Jan  89) 

4388 

2036 

37951 

Nurse  requirements  in  fixed 
facilities  (Not  included  in 

JHMS)2 

1800 

814 

1386 

Nurse  Anesthetists3 

278  - 

176 

273 

Outpatient  nurse  requirements 
(JHMS  -  Jan  89) 

893 

536 

1156 

Special  assignments  outside 
fixed  medical  treatment  facilities 

648 

516 

489 

Total  nurse  requirements 

8007 

4078 

6812 

Source:  OASD(HA)/MRA/JMO  28  September  1988 


1The  JHMS  priceout  is  based  on  estimated  patient  classification  percentages  and 
occupied  bed  days.  Service  specific  classification  data  is  not  available.  Figures  for  the 
Air  Force  may  be  high  since  many  of  their  hospitals  are  small  and  may  not  have  the 
same  patient  classification  rates  as  Army  facilities. 


2Army  estimates  are  based  on  a  line  by  line  count  of  Army  manpower  requirements 
documents  for  hospitals  in  Health  Services  Command.  Overseas  requirements  were 
estimated  based  on  similar  CONUS  requirements.  This  equated  to  41  percent  of  the 
JHMS  inpatient  application.  Air  Force  estimates  were  based  on  a  line  by  line  count  of 
requirements  documented  in  USAF  Manpower  Standards  and  equated  to  37  percent  of 
JHMS  inpatient  application.  Consistent  with  the  other  services,  40  percent  was  applied 
to  Navy  to  estimate  requirements. 

3Nurse  anesthetists  represent  current  service  requirements. 
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Table  5-3 

*ur**  CofT*  fcafeeted  and  Actual  End  Strer^ths 
FT  1988 


ACTIVE  DUTY 

NURSE  CORPS  DATA  FORMATS 


Disci  pi ine 


Nursing  Service  Administrator 
Nurse  Anesthetist 
Operating  Room  Nurse 
Pediatric  Nurse  Practitioner 
Family  Nurse  Practitioner 
OB/Gyn  Nurse  Practitioner 
Primary  Care  Nurse  Prac. 

Nurse  Midwife 
Flight  Nurse 
Nursing  Education 
All  Other  Nurses 
TOTAL  NURSE  CORPS 


Army 

Budgeted  End  Strength 

Navy  USAF  000  Totals 

Army 

Actual  End 

Navy 

Strength  (duty) 

USAF  DOO  Tota 

234 

33 

296 

563 

267 

72 

307 

646 

273 

137 

366 

776 

252 

115 

275  ~ 

642" 

372 

245 

351 

968 

356 

220 

348 

924 

38 

24 

102 

164 

28 

17 

103 

148 

0 

48 

0 

48 

0 

25 

0 

25 

28 

16 

117 

161 

27 

12 

121 

160 

47 

4 

46 

97 

51 

1 

27 

79 

9 

4 

62 

75 

15 

5 

48 

68 

0 

0 

168 

168 

0 

1 

165 

166 

0 

90 

66 

156 

144 

125 

73 

342 

3578 

2873 

3711 

10162 

3403 

2475 

3822 

9700 

4579 

3474 

5285 

13338 

4543 

3068 

5289 

12900 

5-6 


Health  Professionals  Special  Pays  Study 


Summary 


The  peacetime  cost  analysis  approach  parallels  a  method  used  in  the  Health  Professions 
Special  Pays  Study  submitted  to  Congress  on  December  1,  1988.  The  second  looks  at  nurse 
requirements  from  the  perspective  of  the  Joint  Health  Care  Manpower  Standards  now  under 
development.  These  nursing  standards  are  based  on  patient  classifications  and  the  intensity  of 
nursing  care  required. 

The  workload-  based  studies  are  constructed  with  historical  data,  describing  what  the 
workload  was  and  what  the  staffing  should  have  been  at  that  time.  This  includes  the  civilian 
nurses  employed  by  the  Military  Departments.  Adding  nurses  to  the  described  levels  will  meet 
the  workload  requirements  of  1987,  hqi  the  workload  requirements  of  the  1990s. 

Nurse  requirements  cannot  be  considered  in  isolation  of  other  medical  department 
personnel.  For  example,  increasing  the  numbers  of  physicians  to  do  inpatient  surgery  increases 
the  demand  for  nurses  to  care  for  these  patients  before,  during,  and  after  surgery. 

Ail  presentations  depict  a  shortage  of  nurses  in  the  Department  of  Defense. 
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Endnotes 


l.Teacetime Requirements  for  Physicians  and  Nurses  in  the  DoD  Direct  Care"  Office 

Feb^989eCrelaiy  °f  DefenSC  f°r  Pr°eram  “d  Evaluation  Memory  6 
2-Ibid. 

"  g.  cTDeceetbeS;,y 5  ™ 

Pays"^  Department  ^  ^ 

5.  Nurse  Corps  Data  for  Preparation  of  Congressional  Report  on  Health  Professional 
pecial  Pays  ,  Depanment  of  Navy  Memorandum,  30  November  1988. 

Paw”rDeD^amemPn7?h.rali0np0f  Co?f  essi°”al  RaP°»  «n  Health  Professional  Special 
rays  ,  Department  of  the  Air  Force  Memorandum,  16  December  1988.  K 
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CHAPTER  SIX 


FORCE  MANAGEMENT 


This  chapter  discusses  the  complexities  involved  and  the  systems  used  to  manage 
and  shape  the  force  structure  of  the  nurse  corps.  It  proposes  an  ideal,  unconstrained 
professional  force  structure  that  accommodates  today’s  evolving  nursing  profession 
within  the  military  environment.  Further,  each  nurse  corps  has  developed  a  service 
unique  force  structure  that  is  designed  to  meeLiheir  specific  requirements  in  a  steady 
state  environment. 

This  study  concludes  that  to  develop  a  viable  professional  nurse  force  that  will 
ensure  quality  health  care  delivery  through  the  accession  and  retention  of  experienced 
nurses,  the  Department  of  Defense  (DoD)  must  continue  with  its  endeavors  to  develop 
innovative  solutions  to  compete  with  the  civilian  sector  for  increasingly  scarce  resources. 


Officer  Personnel  Management 

The  principal  purpose  of  the  Defense  Officer  Personnel  Management  Act 
(DOPMA),  which  became  effective  September  15,  1981,  was  to  maintain  a  qualified, 
numerically  sufficient,  and  efficiently  distributed  peace  time  officer  corps  through  the 
standardization,  over  time,  of  officer  personnel  management  provisions  among  the 
Armed  Forces.1  Predicated  on  the  need  to  establish  common  career  expectations, 
DOPMA  specifically  addresses  appointment,  promotion,  separation,  retirement,  and 
equality  of  treatment  between  men  and  women.  It  provides  for  the  creation  of  a  career 
force  by  11  years  of  service  at  the  discretion  of  the  military  department  service  secretary. 
Additionally,  it  maintains  the  1967  provision  that  excludes  physicians  and  dentists  from 
the  computation  of  control  grade  ceilings,  recognizing  the  unique  problems  associated 
with  recruiting  and  retaining  these  officers.  Through  DOPMA,  an  officer  personnel 
management  system  that  addressed  common  provisions  for  the  accession,  retention,  and 
attrition  of  officers  within  the  Department  of  Defense  was  created. 

With  the  enactment  of  DOPMA,  Congress  recognized  the  brittle  balance  among 
the  three  tenets  of  promotion  planning  :  (1)  authorizations,  selection  opportunity,  and 
promotion  flow  point  or  timing  point;  (2)  reasonable  and  comparable  career  patterns 
among  the  forces;  and  (3)  retention.  While  continuing  the  up-or-out  promotion  policy, 
DOPMA  establishes  a  vacancy  driven  promotion  system  with  promotion  opportunity  and 
flow  point  guidelines  and  provides  for  retention,  continuation  and  counselling  for  fail-of- 
select  officers. 
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DOPMA  control  grade  tables  for  grades  0-4  through  0-6  were  constructed 

lossTaleT2  TheetS^0n  31  3  When  the  Armed  Forces  were  experiencing  high 
loss  rates.  The  Services  were  not  keeping  the  experienced  officers  they  required8  § 

retention  ^es8™^  ^  ^  gr3de  m°dd  WaS  constructed  with  less  than  optimal 

L.  •  t  Tabje  6-1  b®low  disP,ays  the  DOPMA  guidelines  for  opportunity  and  flow  noint 
USe  by  ?C5  SCrviCe-  H°Wever’  the  §rade  tables  and  allocation  of  control 
end^s^rengfhs.^0118  65  ***  "e  predicated  upon  congressionally-established 


TABLE  -6-1 

DOPMA  PROMOTION  GUIDELINES 

Grade 

ODDortunitv 

Flow  Point 

0-4 

80%  (  +  5%) 

10  +/-  1  YR  . 

0-5 

70%  (  +  5%) 

16  +/-  1  YR 

0-6 

50%  (  +  5%) 

22  +/-  1  YR 

n  Table  6-2  provides  a  comparison  of  the  actual  in-zone  promotion  splprtinn  rate 

and  flow  point  for  each  of  the  nurse  corps  as  submitted  to  the  Department  in  the  Fiscal 
Year  1987  Annual  Defense  Officer  Promotion  Report.  P  in  the  Fiscal 
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TABLE  6-2 


ACTUAL  SELECTION  RATE/FLOW  POINT 
IN  ZONE  SELECTEES 


Selection  Rate 

Flow  Point 

Armv  Nurse  Corps 

0-4 

64.5% 

12  yrs  4  mos 

0-5 

'51.4% 

17  yrs  3  mos 

0-6 

52.7% 

22  yrs  4  mos 

Naw  Nurse  Corps 

- 

-- 

0-4 

63% 

10  yrs  11  mos 

0-5 

60% 

15  yrs  6  mos 

0-6 

38% 

21  yrs  10  mos 

Air  Force  Nurse  Corps 

.  - - 

0-4A 

76.1% 

10  yrs  9  mos 

0-4B* 

69.4% 

10  yrs  9  mos 

0-5 

41.4% 

15  yrs  9  mos 

0-6 

31.4% 

20  yrs  3  mos 

•Two  boards  held 

Source:  OASD(FM&P)  FY  1987  Annual  Defense  Officer  Promotion  Report 


All  three  Services  are  experiencing  lower  and  slower  nurse  corps  selection  rates 
compared  to  DOPMA  objectives.  The  Services  have  taken  management  actions  not  only 
to  stay  within  the  control  grade  numbers  specified  by  DOPMA.  but  also  to  stay  within 
the  grade  numbers  that  have  been  further  modified  by  each  Service.  This  has  resulted 
in  a  reduced  selection  rate  to  grade  0-4,  which  in  turn  forces  higher  attrition  at  the  0-3 
level;  a  negative  message  to  the  junior  officers  of  each  corps.  This  phenomenon  is  not 
unlike  similar  problems  being  experienced  by  other  competitive  categories  within  each 
service.  However,  the  impact  of  the  national  nurse  shortage,  its  implications  for 
retention  and  recruiting,  and  the  ability  to  grant  constructive  service  credit  within  each 
nurse  corps  challenges  nurse  force  management. 
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pr0VideS  a  graph  of  ,he  dOPMA  force  structure  as  derived  for  the 
TT^ - Q—  e  Committee  on  Armed  Services  to  Accompany  S.1Q1S  4  The  granh 

““  h°W,a  C°uh?rt  of  100  o®*"  «»™g  «he  service  each  year  wifi  decrease 
and  flow  pofats  “b.?^e°^Hed5  ^  """■  71,6  pr0m0ti°"  °pf“« 

large  £*£%£?£££, gradual ZT  °f 

Nurses,  however,  are  accessed  because  of  their  basic  professional  educational 
preparation.  Members  of  the  nurse  corps,  like -the  other  officers  of  the  medical 

fn  rhf ?er’  chaplains’  *nd  lawyers,  for  example,  receive  their  specialty  education  mainlv 
the  civilian  sector  and  remain  interchangeable  and  competitive  with  their  civilian  ' 


DOPMA  FORCE  STRUCTURE 


DOPMA 


Sftaro-  mb  IB.I4I }  »,  ,1  io,  «o 


Figure  6-1:  DOPMA  Force  Structure 
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Until  recently  the  military  nurse  communities  have  been  able  to  follow  the 
DOPMA  model  by  recruiting  large  numbers  of  new  nursing  graduates  at  grade  level  O- 
1,  and  few  experienced  registered  professional  nurses  with  constructive  service  credit. 

The  national  nurse  shortage  and  the  changing  demographics  of  the  professional  nurse 
population  are  adversely  affecting  this  practice.  The  supply  of  professional  nurses  is  not 
keeping  pace  with  demand.  As  cited  earlier,  the  enrollment  of  baccalaureate  students 
with  no  previous  background  (generic  students)  has  declined  34.2  percent  over  the  last 
five  years;  graduates  have  declined  15.1  percent.5  Enrollment  of  registered  nurses  (RN 
students)  pursuing  a  baccalaureate  degree  in  nursing  has  declined  4.8  percent  over  the 
past  five  years;  graduates  have  increased  7.3  percent.6  Additionally,  the  Secretary’s 
Commission  reported  that  the  unemployment  rate  for  all  registered  nurses  declined  from 
1.9  percent  in  1984  to  0.9  percent  in  December  1987.7  Although  the  Air  Force  exceeded 
its  recruiting  goal  in  Fiscal  Year  1988,  the  Navy  fell  38  percent  short  of  goal;  the  Army 
6.7  percent.  The  number  of  nurses  accessed  during  the  first  quarter  Fiscal  Year  1989 
for  all  three  services  is  10  percent  less  than  nurse  accessions  during  first  quarter  Fiscal 
Year  1988  leading  to  increased  concern  about  reaching  the  Fiscal  Year  1989  required 
level. 


Nursing  is  a  rapidly  evolving  profession  driven  by  continued  advances  in  scientific 
theory,  technology,  and  knowledge.  The  old  belief  that  one  nurse  can  be  readily 
substituted  for  another  without  regard  to  adequate  clinical  and  educational  preparation 
is  no  longer  tenable.  Current  therapeutic,  diagnostic,  and  care  practices  require  the 
immediate  and  continued  presence  of  nursing  professionals  knowledgeable  and 
experienced  in  specific  specialty  areas.  As  Sheryl  Feutz  wrote  in  her  article  "Nursing 
Work  Assignments:  Rights  and  Responsibilities": 

"Nurses  are  expected  to  comply  with  minimum  nursing  standards  as 
established  by  their  professional  nursing  organizations,  state  regulations, 
and  the  Joint  Commission  on  Accreditation  of  Hospitals  (JCAH)  or 
American  Osteopathic  Association  where  applicable.  Failure  to  meet 
minimum  standards  exposes  staff  nurses,  nurse  executives,  and  health  care 
institutions  to  liability.  This  potential  liability  also  extends  to  the 
delegation  of  patient  care  assignments."8 


In  her  book,  From  Novice  to  Expert.  Patricia  Brenner  has  defined  five  stages  of 
professional  nurse  development:  novice,  advanced  beginner,  competent,  proficient,  and 
expert.  The  novice  enters  the  clinical  environment  with  little  or  no  experience. 
Professional  development  grows  through  the  application  of  skills,  performance  of  tasks 
and  observation  of  patients’  reactions  to  intervention.  Theoretical  and  scientific 
knowledge  form  the  basis  upon  which  years  of  experience  lead  to  expert  judgments  and 
actions.  Throughout  this  process,  preceptors  or  mentors  (expens)  are  required  in  the 
clinical  area  for  consultation  and  guidance.  The  experts  are  needed  not  only  to  guide 
the  new  graduate  nurse  but  also  for  the  nurse  who  changes  specialty  areas.9 
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development  of  clinical  skills,  knowledge,  and  indeDendentTudvPm^t h  pr°8ur,essive 
cases.  Profiaency  is  normally  attained  in  the  7  to  15  year  time  fram^  ln  both 

the  increasing  responsibility  and  authnrirv  fnr  u^th  time  frame*  *n  addition  to 

development  (share^byboAdvitian^nd^militarv1  ?  .  Ca?  and  subordinate  staff 

are  also  required  of  the  military  officer/ As  1 ustratedYn'R^rfd'^^r  re?uiremenIS 
registered  nurses  in  the  mid-career  range  L  S!L„  ZT 

promotion  opportumty  for  selection  to  0-4  forces  a  lower  selectman™  e/educed 
15  Sr0Up  0f  experien“d  professionals  who  are  highly  compttoe  inX  cSn^ector. 
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While  emphasis  on  recruiting  and  retaining  experienced  nurses  is  necessary  to 
meet  end  strength  and  health  care  requirements,  this  policy  causes  difficulty  with 
personnel  management.  As  more  experienced  nurses  enter  at  grades  greater  than  0-1 
(due  to  constructive  service  credit),  promotion  opportunity  and  flow  points  deviate  from 
DOPMA  guidelines.  The  decision  to  recall  to  active  duty  excellent  nurse  clinicians  with 
proven  military  performance  also  hinders  promotion  flow.  Equitable  career  pathways 
cannot  be  assured  for  these  officers  (nor  for  other  officers;  each  non-due  course  officer 
accessed  to  active  duty  at  a  grade  other  than  0-1  compounds  promotion  and  personnel 
planning  problems).  The  very  measures  that  Congress  has  provided  through  expanded 
constructive  service  credit  to  help  meet  end  strength  by  accessing  experienced  nurses 
further  challenges  force  management  within  DOPMA  parameters. 

Figure  6-3  displays  an  ideal,  steady  state,  professional  nurse  force  structure  that 
permits  accession  of  non-due  course  officers  while  capitalizing  on  a  strong  mid-grade 
force  with  the  professional  clinical  and  military  experience  required  of  today’s  military 
nurse.  The  professional  structure  is  the  ideal  in  an  unconstrained  environment 
developed  by  subject  matter  experts  of  the  Department’s  nurse  corps.  This  structure  was 
constructed  considering  the  progressively  greater  difficulty  of  recruiting  large  numbers  of 
inexperienced  nurses;  the  value  of  accessing  and  retaining  experienced  officers;  and, 
adherence  to  rising  professional  standards  that  require  increasingly  higher  numbers  of 
specialized  nurses  in  the  clinical  environment.  The  ideal  professional  structure  was 
developed  considering  a  "steady  state"  or  no  growth  environment  and  the  efficiencies  of 
quality  health  care  delivery  during  a  period  when  the  private  sector  is  spending  a 
significant  portion  of  their  budgets  on  the  recruiting  and  orientation  of  nurses. 

However,  as  demonstrated  in  Chapter  7,  all  three  nurse  corps  are  currently  confronted 
with  an  immediate  future  of  growth  which  will  further  challenge  our  personnel 
management  strategies. 


PROFESSIONAL  NURSE 

FORCE  STRUCTURE 


— ©—  PROFESS  IONAL 

Figure  6-3:  Professional  Nurse  Force  Structure 
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Each  nurse  corps  is  in  the  process  of  validating  their  billet  structure  to  more 
accurately  reflect  the  years  of  professional  experience  necessary  to  meet  the  increasing 
demands  and  responsibilities  inherent  in  military  nursing.  Figures  6-5,  6-6  and  6-7 
display  projections  of  the  individual  corps’  force  structures  required  to  meet  the  various 
demands  of  military  nursing,  while  providing  viable  career  pathways  with  today’s 
continuation  rates,  authorized  force  levels,  and  DOPMA  promotion  opportunities  and 
flow  points.  The  main  differences  between  these  projected  forces  and  the  DOPMA  force 
is  the  expectations  of  retirement  at  the  20  year  point,  and  in  the  Navy  and  Army  lower 
accession  requirements. 
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The  Sixth  Report  to  the  President  and  Congress  on  the  Status  of  Health 
Professionals  in  the  United  States  published  in  June  1988,  projects  that  the  supply  of 
registered  professional  nurses  prepared  at  the  baccalaureate  level  will  be  short  of 
requirements  through  the  year  2020  with  a  significant  drop  in  the  year  2000.” 
Consequently,  the  Department  will  be  competing  with  all  other  employers  of  nursing 
professionals  for  scarce  resources. 


Summary 

The  increasing  complexity  of  the  nursing  profession  is  driving  up  the  demand  for 
experienced  military  nurses,  that  is,  those  with  7  to  15  years  of  experience.  This  need 
can  be  met  in  two  ways:  (1)  having  the  proper  retention  that  will  mature  the  force;  and 
(2)  accessing  sufficient  numbers  of  experienced  nurses  through  effective  and  efficient  use 
of  constructive  service  credit.  Continuing  priority  should  be  given  to  Service  validation 
of  nurse  corps’  billet  structures;  better  definition  of  nurse  corps  force  management 
issues;  and,  potential  legislative  remedies. 
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CHAPTER  SEVEN 


RECRUITMENT  AND  RETENTION 


General 

Nurse  shortfalls  now  exist  in  both  the  active  and  reserve  forces  which,  if  not 
corrected,  will  have  a  major  impact  on  the  Military  Health  Service  System’s  (MHSS) 
ability  to  perform  both  wartime  and  peacetime  missions.  The  military  nurse  corps  are 
also  beginning  to  feel  the  effect  of  the  national  nursing  shortage  and  now  must  compete 
more  effectively  than  before  for  the  available  supply  of  civilian  sector  nurses  in  order  to 
meet  accession  requirements. 

The  Department  of  Defense,  as  well  as  the  Congress,  has  given  priority  to  the 
critical  nurse  shortage.  The  most  recently  validated  information  based  on  requirements 
data  first  developed  in  1986,  show  a  Total  Force  shortfall  of  over  30,000  (the  great 
majority  in  the  Reserve  Components  and  needed  for  mobilization).  Remedial  initiatives 
in  legislation  are  described  in  Chapter  4. 

In  the  active  force,  significant  implications  of  the  shortage  have  been  experienced 
in  nurse  anesthesia,  operating  room,  medical/surgical,  mental  health,  obstetric,  and 
critical  care  nursing  in  DoD  medical  treatment  facilities.  Beneficiaries  are  suffering 
reduced  access  to  care,  and  all  health  care  disciplines  are  experiencing  negative  affects 
on  their  work  environment,  their  morale,  and  their  professional  satisfaction  in  the 
MHSS. 

A  major  reason  for  the  difficulty  in  retaining  experienced  nurses  with  critical 
skills  in  the  active  force  is  the  lack  of  monetary  incentives,  such  as  special  pays  offered 
to  other  military  specialists  in  short  supply,  that  would  bring  specialty  nursing  salaries  in 
line  with  those  of  the  civilian  sector. 
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Recruitment 

Accessions 

Except  for  certain  specialties  such  as  nurse  anesthesia,  the  military  services  havp 
not  until  now  suffered  great  difficulty  in  meeting  their  annual  nurse  recruiting  goals  The 
Navy  Nurse  Corps  however,  has  not  met  accession  goals  since  1985-  the  Armv  did  not 
meet  their  goal  for  FY88;  and  the  Air  Force  Nurse  Corps,  although  ^  exceed  total 

severdyel  aCCeSS1°n  ^  ^  been  Unable  t0  for  anesthedsts  fof 

Table  7-1,' 1,2,3  and  Figure  7-1,4,5’6  show  nurse  corps  accessions  from  1980-1988 
?OTC~sh^eS  f°r  b0‘h  a"d  ^  F0ra  “  attained  S** 
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TABLE  7-1 


NURSE  CORPS  ACCESSIONS  1980-1988 


Year 

goal1 

Accessions2 

(2/1 

ARMY 

1980 

425 

3 

1981 

410 

467 

139 

1982 

401 

453 

129 

1983 

500 

466 

93.2 

1984 

610 

631 

103 

1985 

468 

511 

109 

1986 

533 

536 

100 

1987 

510 

537 

105 

1988 

510 

478 

93.7 

1989 

600 

NAVY 

1980 

286 

286 

3 

1981 

198 

198 

100 

1982 

250 

250 

100 

1983 

445 

445 

100 

1984 

169 

173 

102 

1985 

308 

308 

100 

1986 

493 

442 

90 

1987 

264 

256 

97 

1988 

376 

235 

62 

1989 

406 

AIR  FORCE 

* 

1980 

567 

567 

100 

1981 

406 

406 

100 

1982 

670 

670 

100 

1983 

466 

477 

102 

1984 

456 

674 

147 

1985 

618 

718 

110 

1986 

629 

697 

110 

1987 

574 

648 

112 

1988 

641 

753 

117 

1989 

674 

Achieved 


Notes 


1 

2 

3 


Total  Goal  -  all  sources 

Total  Accessions  -  all  sources 

Not  computed,  immature  data,  assume  100% 

Air  Force  readjusts  during  the  year  to  meet  changing  conditions 
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Figure  7-1:  Ail  DOD  Nurse  Corps  Accessions 


the  mlwl?  Services,  recruiters  have  begun  to  experience  difficulty  attracting  both 
the  number  and  mix  of  qualified  nurses  needed.  Each  individual  recruited  has  rennired 

ZCe  eff°rt-  BeCaUSe  0f  Current  academ*  achievement^ pattern^a 

ore  individualized  screemng  process  is  required  to  determine  eligibility  of  candidates. 

..  ComPJtltlon  for  registered  nurses  is  greater  in  large  urban  areas  such  as  the 

denSeaS  HW  HCre  nurse.  talanes  are  much  hl‘gher  than  national  averages  Medical 
dental,  and  educational  benefits  were  once  a  strong  incentive  for  considering  military 

offer  reti?e0lm“ptio«“  ^“U“°nS  ^  hi8h'y  comPe,itive  benefi>  P'»s  and  some 

Hie  FY  88  recruitment  shortfall  for  the  militaiy  active  components  reflects  the 

7  r)6  Aee°lfn^tat"'n  affe?,ting  \he  “PPty  of  nurses  in  the  civilian  community  (figure 
7  1).  Age  limitations  and  physical  qualifications  are  additional  factors  that  have' ah 

impact  on  the  services’  difficulty  in  meeting  accession  goals.  In  addition  DOPMA 
created  a  narrower  recruitment  population  by  setting  constraints^  Ss  ^  ^ 
above,  which  restricts  the  ability  to  recall  reserve  officers  at  ^ent^rade  adduces 

and  skSb  thenebv  Wnde^^H216  ^  f°F  exPerienced  nurses  with  special  knowledge 
ana  slews,  thereby  hindering  potential  "lateral"  accessions.  6 
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Currently  there  is  growth  planned  for  each  of  the  nurse  corps,  with  the  Army 
progressing  to  budget  authorization  of  4965  in  FY  1989  and  maintaining  a  steady  state 
thereafter.  The  Navy  is  planning  to  grow  to  a  budget  authorization  of  3543  in  1992,  and 
the  Air  Force  is  planning  to  reach  a  budget  authorization  of  5817  in  fiscal  year  19927. 

However  recruiting  is  suffering  badly.  In  the  Army,  56  nurses,  or  9.3  percent  of 
the  total  1989  goal,  were  accessed  (at  the  same  time  last  year  120  nurses  or  23.7  percent 
of  the  goal  had  been  reached).  ROTC  was  able  to  award  210  or  62  percent  of  the  nurse 
scholarships  available  in  1988.  (Figure  7-2)  In  the  Navy,  18  nurses,  or  4.3  percent  of  the 
total  1989  goal,  have  been  accessed  (at  the  same  time  last  year,  27  nurses  or  7.2  percent 
of  the  goal  had  been  reached).  In  the  Air  Force,  40  nurses,  or  5.9  percent  of  total  1989 
goal,  have  been  accessed  (versus  119  nurses  or  19.5  percent  at  the  same  time  last 
year)8'9,10. 

Military  Department  Initiatives 

Annual  recruitment  programs  must  respond  to  many  factors  affecting  the  nurse 
corps  in  the  Military  Departments.  Changes  in  budgeted  end  strength,  unexpected 
losses,  nurse  specialist  requirements,  training  programs,  and  prevailing  conditions  in  the 
civilian  market  are  monitored,  analyzed  and  answered.  A  number  of  initiatives  for  nurse 
corps  recruitment  have  been  implemented  or  proposed.  Some  Service  unique 
characteristics  or  special  mission  requirements  (such  as  flight  nurse,  sea  duty,  parachute 
qualified)  demand  different  emphasis  on  particular  initiatives  by  each  Service  or  may 
require  individual  initiatives. 

Several  common  actions  have  been  taken  by  the  nurse  corps.  These  include: 

1.  Implementation  of  constructive  service  credit  in  accordance  with 
DODD-1312.2  which  provides  entry  grade  credit  for  professional  work 
experience  accrued  after  initial  licensure,  certification,  or  registration. 
Credit  may  be  granted  in  amounts  of  one-half  year  credit  for  each  full  year 
of  experience  up  to  a  maximum  of  three  years  of  credit. 

2.  Actions  to  increase  use  of  Reserve  Officer  Training  Corps  (ROTC) 
scholarships  within  each  Service  for  support  to  nursing  education  of  future 
accessions. 

3.  An  increased  emphasis  on  recruiting  policies  and  programs  affecting 
nurses.  These  include  modifications  to  accession  criteria,  initial  assignment 
policy  liberalization,  and  proposals  requesting  additional  resources  for 
recruitment  of  nurses. 

4.  A  study,  currently  underway,  to  determine  the  desirability  of  initiating  a 
uniformed  services  school  of  nursing. 

The  recruiting  command  of  each  service  provides  the  direct  accessions  portion  of 
the  total  nurse  accessions  goal.  The  ROTC  is  another  source  of  nurse  corps  accessions 
for  the  Army  and  the  Air  Force.  Enlisted  personnel  programs  are  used  to  develop 
enlisted  members  to  qualify  for  nurse  corps  accession. 
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Each  service  has  implemented  specific  actions.  The  Army  has  changed  its  policy 
in  order  to  ease  access  for  qualified  enlisted  personnel;  increased  educational  incentives 
tor  new  accessions;  added  nurse  anesthesia  scholarships  to  the  U.S.  Army  School  for 
Nurse  Anesthesiology  for  qualified  candidates.  The  Navy  has  assigned  a  nurse  officer  to 
recruiting  command  (COMNAVCRUITCOM)  January  1989;  expanded  numbers  for 
personnel  m  Medical  Enlisted  Commissioning  Program;  and  requested  inclusion  of 
nurses  m  Naval  ROTC.  The  Air  Force  has  moved  nurse  anesthesia  and  nurse-midwifery 
programs  to  graduate  level  education  effective  FY  89,  and  has  continued  a  five-month 
nurse  internship  program  for  selected  initial  active  duty  nurses  11 -12'13. 


Summary 

Flexibility  which  allowed  the  nurse  corps  to  contend  successfully  wdth  many 
challenges  is  reduced  significantly  by  current  conditions  internal  and  external  to  the 
Armed  Forces.  The  current  supply  and  demand  imbalance  in  the  national  nursing 
population  is  escalating  the  degree  to  which  these  factors  will  affect  nurse  corps 
recruitment  achievements.  v 
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Figure  7-2:  Army  Nurse  ROTC  Scholarships 
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A  rapid  downward  trend  in  nurse  corps  accessions  is  evident.  The  Army  Nurse 
Corps  and  the  Navy  Nurse  Corps  did  not  meet  budgeted  end  strength  in  fiscal  year  1988. 
In  1989  the  Air  Force  also  may  fail  to  reach  goal.  Being  understrength  in  authorizations 
or  inventory  of  nurse  corps  officers  affects  the  capability  of  the  MHSS  to  accomplish  its 
mission  in  peacetime;  it  also  affects  mobilization  readiness.  A  plan  to  avert  further 
decay,  through  of  an  accession  bonus  and  training-with-obligation  plans,  is  addressed  in 
Chapter  8. 


Retention 


Military  Nurse  Retention 

The  purpose  of  this  section  is  to  inquire  whether  the  national  nursing  shortage 
and  growing  pay  disparities  have  yet  affected  continuation  rates  in  the  nurse  corps  in 
early  years  of  service  or  in  particular  military  nurse  specialist  communities.  It  presents 
the  results  of  surveys  in  the  nurse  corps,  including  management  and  environmental  issues 
affecting  military  nurses  within  the  MHSS. 

Initial  Retention 

..... 

At  the  end  of  their  initial  obligation,  military  nurses  make  their  first  important 
retention  decision.  Figures  7-3,  7-4,  and  7-5,  display  the  reported  retention  rates,  both  at 
the  end  of  initial  obligation  and  one  year  beyond.  The  Air  Force  noted  that  since  1981, 
retention  has  "shown  signs  of  erosion,"  and  that  "competition  with  civilian  hospitals 
makes  the  nurse  corps  the  most  worrisome  of  the  medical  corps."  The  Navy  noted  that 
the  "four  year  continuation  rate  for  the  FY  1984  cohort  is  11  percentage  points  below 
the  average  for  the  1977  through  1982  entry  cohorts."  The  Army  states  that  Nurse 
Corps  continuation  rates,  "traditionally"  lower  than  other  Army  officer  corps,  have  been 
compensated  by  accessing  more  newly  graduating  nurses;  continued  us  of  this  option 
may  not  succeed  with  today’s  constrained  nurse  supply  situation.14,15,16 
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NAVY  NURSE  CORPS  RETENTION 


—  Retention  — *  1  Year 

Figure  7-4:  Navy  Nurse  Corps  Retention 


AIR  FORCE  NURSE  CORPS  RETENTION 


■  —  Retention  — * —  ♦  1  Year 

Figure  7-5:  Air  Force  Nurse  Corps  Retention 
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Continuation 


Continuation  rates  provided  by  the  Military  Departments  (Figures  7-6  7  7  anH  7 
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Figure  7-7:  Navy  Nurse  Corps  Continuation  Rates 
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Figure  7-8:  Air  Force  Nurse  Corps  Continuation  Rates 
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Survey  Findings  About  Retention 

Studies  conducted  by  the  Military  Departments  and  by  the  Department  of 
Defense  since  1984  reveal  dissatisfaction  among  military  nurses.  The  recent  Department 
of  Defense  Health  Professionals  Special  Pay  Survey  (1988)20  showed  lack  of  sufficient 
nursing  personnel  as  a  factor  most  nurse  respondents  (80  percent)  selected  as  a 
significant  reason  for  nurse  corps  members  leaving  military  service.  (In  addition  48 
percent  of  physician  respondents  also  selected  lack  of  nursing  personnel  as  a  disincentive 
to  remain  m  the  service.)  A  large  majority  of  nurses  in  this  survey  (81  percent) 
mdicated  that  the  quality  and  quantity  of  support  staff  are  as  important  as  compensation 
in  retaining  health  care  providers.  More  than  65  percent  of  nurses  indicated 
dissatisfaction  with  the  availability  of  both  clerical  and  clinical  support  of  their  practice 
Over  two-thirds  of  all  responding  nurses  indicated  that  the  compensation  systern  is  a 
major  factor  in  their  career  decision;  over  half  of  all  responding  nurses  indicated  lack  of 
satisfaction  with  total  pay  and  benefits. 

D ...  TJese  findings  are  supported  by  the  1988  Department  of  the  Navy  Medical  RIhp 
RibbQn  Panel  Report  which  found  that  the  increased  time  required  for  non-nursing 
tasks  exacerbated  job  dissatisfaction  of  nurses  in  the  Navy.  Additionally,  the  panel 
reported  that  frustration  over  insufficient  clerical  support  is  a  leading  contributor  to 
retention  problems  for  medical  and  nurse  corps  officers.  Inadequate  clerical  support  for 
clinicians  and  nursmg  staff  was  cited  as  adversely  affecting  Graduate  Medical  Education 
The  same  study  affirmed  that  low  recruiting  and  retention  of  Navy  nurses  is  contributing 
to  the  problem  of  underutilization  of  medical  treatment  facilities  and  attributed  the 
Navy  nurse  shortage  to  constricted  promotion  opportunities.  The  study  found  few  career 
incentives  except  promotion. 

Assignments 

There  are  mandatory  assignments  which  require  the  ability  and  flexibility  to 
accept  world-wide  ^signments,  some  on  very  short  notice  and  some  which  do  not  allow 
accompaniment  by  family.  In  the  past,  these  opportunities  for  travel  were  recruitment 
attractors,  but  in  the  modern  era  an  increased  number  (well  over  50  percent)  of  military 
nurses  are  married,  and  often  have  a  military  spouse  and  children.  Assignment  or  co-  ^ 

location  with  a  military  spouse  or  children  imposes  additional  constraints  on  careers  and 
family  commitments. 


Summary 

While  not  yet  evident  in  the  data  (which  was  collected  and  recorded  in  FY  1988 
and  is,  therefore,  already  a  year  old),  the  effects  of  the  national  registered  nurse  supply’ 
and  demand  imbalance,  pay  disparity  m  the  early  years,  and  the  dissatisfactions  which 
the  surveys  reveal  are  weighing  more  heavily,  the  military  nurse  retention  issue  must  be 
considered  serious.  This  examination  disclosed  prodromal  indications,  incipient 
retention  problems  which  require  attention,  and  a  guarded  forecast. 
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Survey  data  and  other  information  from  nurse  corps  officers  reflect  a  wide  variety 
of  satisfiers  and  dissatisfiers.  The  most  significant  factors  are  quality  of  life  issues,  and 
the  responses  identify  erosion  of  pay  and  benefits,  more  attractive  civilian  opportunities, 
quality  and  safety  of  patient  care,  and  lack  of  nursing  and  support  personnel  in  the 
health  care  environment.  Surveys  of  military  physicians  have  indicated  similar  concerns, 
and  in  addition  cite  inadequate  numbers  of  nurses  as  a  significant  dissatisfier. 

Promotion  opportunities  and  arduous  assignments  also  affect  military  nurse 
retention.  To  be  able  to  attract  and  retain  the  required  numbers  of  nurse  corps  officers, 
the  services  must  improve  those  conditions  which  are  the  source  of  dissatisfaction  and 
strengthen  those  conditions  which  provide  satisfaction.  The  measures  to  accomplish 
these  goals  will  be  important  for  professional  nurses;  they  are  even  more  important  to 
the  quality  of  care  for  beneficiaries  of  the  Military  Health  Service  System. 


Inventory 

Effects  of  recruitment  and  retention  policies,  programs  and  actions  are  reflected 
in  the  inventory  of  each  nurse  corps.  Figure  7-9  provides  the  Fiscal  Year  1988  total 
DoD  military  nurse  active  component  inventory.22,23'24  Efforts  continue  to  show  an 
accurate  display  from  service  unique  means  of  collecting  and  reporting  data.  Years  of 
over-accession  and  over-continuation,  of  under-accession  and  under-continuation;  forced 
losses  to  meet  Congressional  officer  strength  directions  and  changes  due  to  DOPMA 
tenure  and  the  external  market  result  in  accordion  like  efforts  to  accommodate  changing 
programs  and  goals. 
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DOD  1988  NURSE  PROFILE 
DISTRIBUTION  BY  YEARS  OF  SERVICE 

NUMBER  OF  NURSES 


ARMY  NURSES 


NAVY  NURSES 


AIR  FORCE  NURSES 


Figure  7-9:  DOD  Military  Nurse  Profile  1988 
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ARMY  NURSES 
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Figure  7-10:  Army  Nurse  Corps,  Actual  and  Professional  Plan 
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Figure  7-11:  Navy  Nurse  Corps,  Actual  and  Professional  Plan 
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The  Army  Nurse  Corps  (Figure  7-10)  displays  undersize  year  groups  particular^ 
where  training  and  development  should  be  occurring  to  prepare  officers  Ke 
increasingly  significant  clinical  and  other  responsibilities  integral  to  mission 
accomplishment.  Oversize  year  groups  have  been  the  subject  of  vigorous  management 
actions,  although  these  experienced  nurses  provide  support  to  facilities,  allowing8 
beneficiaries  of  the  Military  Health  Service  system  access  to  care. 

The  ideal  professional  nurse  structure  (Chapter  6)  for  the  Army  Nurse  Com.  k 
based  on  the  findings  of  a  position  inventory  completed  in  1987  military  force  ^ 

SS  »eS’  f6  tenetS  0f  officer  and  profess  nurse 

development,  and  chmcal  care  requirements  in  the  medical  treatment  facilities  It 

professi°nal.nurse  guidelines  and  permits  the  Army  Nurse  Corps  to  blend 
nonary  and  profess, onal  nursing  standards.  Tltese  are  intp'ortan,  to  r«ruUme“  and 
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retention  activities.  It  is  the  professional  and  clinical  activities  that  are  major  attractors 
for  the  Army  Nurse  Corps,  as  well  as  accompanying  military  pay  and  benefits. 

For  recruitment  purposes  it  is  important  for  the  Army  Nurse  Corps  to  deal  with  a 
broader,  more  experienced  professional  nurse  pool  and  to  develop  the  experienced  corps 
described  in  Chapter  6.  A  broader  pool  is  crucial  today  when  the  military  nurse  corps 
are  less  competitive  in  vying  for  a  scarce  resource.  Increased  opportunities  in  the  career 
range  where  professional  experience  is  critical  can  have  a  positive  effect  on  retention. 
Professional  nurse  plans,  or  career  ladders  as  shown  in  the  Magnet  Hospital  Study, 
address  status,  money,  level  of  responsibility,  and  self  esteem. 

The  new  computer  program  developed  to  produce  Figure  7-10  is  thought  to 
misrepresent  (on  the  high  side)  the  professional  nurse  plan  in  years  of  service  20  and 
beyond;  adjustments  are  continuing. 

The  Navy  Nurse  Corps  (Figure  7-11)  shows  a  force  imbalance  which  is  directly 
related  to  factors  influencing  recruitment  and  retention  discussed  earlier  in  the  chapter. 
The  ideal  professional  nurse  plan  presented  for  the  Navy  is  very  tentative.  A  billet  study 
is  currently  underway  to  provide  facts  that  will  be  essential  in  establishing  a  plan  for  the 
Navy  Nurse  Corps  of  tomorrow. 

The  Air  Force  Nurse  Corps  (Figure  7-12)  shows  a  pattern  which  reflects  Air 
Force  policies  for  inventory  management.  A  billet  study  concerning  grade  requirements 
is  currently  underway. 


Military  Nurse  Anesthetists  -  Current  Status 

A  certified  registered  nurse  anesthetist  (CRNA)  is  a  qualified,  licensed  and 
registered  nurse  who  successfully  completes  an  accredited  program  (24-27  months)  of 
nurse  anesthesia,  successfully  passes  the  certification  examination  process,  continues  to 
renew  certification  as  required  by  the  professional  association,  American  Association  of 
Nurse  Anesthetists  (AANA),  and  maintains  state  licensure  as  a  registered  nurse. 

The  certifying  organization  requires  that  the  candidate  for  a  nurse  anesthesia 
program  possess  a  baccalaureate  degree  before  entry  into  a  program.  Since  1983,  the 
number  of  civilian  graduates  of  accredited  nurse  anesthesia  programs  has  declined.  In 
1978,  819  qualified  candidates  took  the  certification  examination.  In  1988  the  number 
was  down  to  571. 25  Over  50  schools  closed  in  the  past  6  years. 

Because  of  their  unique  and  highly  specific  preparation,  nurse  anesthetists  are 
non-substitutable  (that  is,  no  other  nurse  specialist  can  "fill-in").  Preparation  cannot  be 
accomplished  by  on-the-job  training,  and  shortages  of  military  anesthesiologists  preclude 
use  of  this  particular  group  to  assist  in  meeting  nurse  requirements.  In  1980  the  AANA 
established  as  a  goal  that  all  nurse  anesthesia  candidates  possess  a  baccalaureate  degree 
by  1985.  Currently,  the  organization’s  goal  is  that  all  nurse  anesthesia  programs  be  at 
the  graduate  (masters  degree)  level  by  1998. 


Recruitment  and  Retention 


7-17 


Current  Status  of  CRNAs 


BOO 


Figure  7-13:  Current  Status  of  Military  CRNAs 


Status  of  the  Force 

In  FY  1988,  nurse  anesthesia  status  was  critical  in  each  service.  The  Air  Force 
considers  nurse  anesthetist  strength  to  be  critical  at  75  percent  of  authorized  billets, 
below  this  level,  surgical  care  demands  are  progressively  unmet  due  to  lack  of 
anesthesia  personnel:  this  drives  more  workload  to  CHAMPUS.  In  the  Navy 
anesthetists  must  be  removed  from  shore  facilities  to  ensure  coverage  aboard  ship  In 
all  Services,  the  percentage  of  available  CRNA’s  is  a  serious  concern.26'27'28 
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Figure  7-14  shows  that  the  majority  of  nurse  anesthetists  are  in  the  03  and  04 
grades;  senior  role  models  and  mentors  are  lacking.  Additionally,  because  so  many 
nurse  anesthetists  are  at  the  mid-level  grades,  the  requirement  for  clinically  experienced 
experts  for  nurse  anesthetist  training  programs’  faculty  is  not  being  met.  This  adversely 
affects  accreditation  of  military  sponsored  CRNA  programs  since  accreditation  standards 
specify  education  and  experience  levels  for  CRNA  program  directors  and  faculty  that  are 
not  now  available  to  the  extent  required. 


CRNA  by  Grade 
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Figure  7-14:  CRNA  By  Grade 
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Shortages  and  their  Consequences 

Table  7-13  shows  the  shortages  of  CRN  As.  As  a  result  of  the  shortages,  31 
percent  of  medical  treatment  facilities  in  the  Army  have  fewer  CRNAs  than  authorized. 
In  the  Air  Force,  42  percent  of  CONUS  facilities  are  undermanned.  For  all  Services, 
these  shortages  lessen  capabilities  to  perform  surgical  cases  and  to  provide  full 
obstetrical  services.  This  results  in  increased  CHAMPUS  costs.  (The  Army  estimates 
cost  at  $1453  per  surgical  case  more  than  the  in-house  (AMEDD)  cost.  (Source- 
DASG-CN). 

Use  of  contract  CRNAs  in  military  facilities  is  one  option  which  has  been 
considered  to  alleviate  the  critical  shortage.  However,  the  morale  effect  on  active  duty 
CRNAs  is  negative,  possibly  of  significant  magnitude  to  further  negatively  affect 
retention.  Contract  individuals  perform  the  same,  or  fewer  duties,  than  active  duty 
CRNA  for  much  higher  pay.  Military  nurse  anesthetists  have  been  known  to  resign  from 
active  duty  to  take  employment  at  much  higher  salary,  with  firms  assisting  CHAMPUS 
recapture  under  the  Partners  Program  at  the  same  facility  where  the  CRNAs  had  been 
stationed.  (Army  Nurse  Corps  10  February  1989). 

There  are  a  small  number  of  civilian  CRNAs  employed  in  the  MHSS. 

Competition  between  civilian  wages  and  Federal  employee  wage  scales  makes  this  a 
troublesome  option.  Civilian  nurse  anesthetists  are  usually  employed  as  GS  10-11  with 
an  annual  salary  of  $25,000  -  $36,000.  In  the  civilian  community  nurse  anesthetist  wages 
are  higher.  See  Chapter  8. 

Civilians  cannot  be  deployed  so  that  military  members  fill  operational 
assignments  with  greater  turnover  out  of  a  smaller  pool.  Decreased  morale  and 
decreased  job  satisfaction  among  military  anesthetists  tend  to  follow  such  increase  of 
hardship. 

The  medical  departments  have  established  priorities  for  utilization  of  scarce  nurse 
anesthetists.  The  Army’s  priorities  are  1)  overseas  assignments  and  mobilization  units, 

2)  two  person  facilities;  3)  support  of  training.  The  Navy’s  priorities  are  1)  ship  board 
assignments,  2)  overseas;  and,  3)  large  teaching  facilities.  The  Air  Forces  priorities  are 
1)  overseas  facilities,  at  100  percent  fill  if  possible  and  2)  all  two  person  facilities. 
Additionally,  any  newly  funded  authorizations  will  not  be  filled  until  Air  Force-wide 
CRNA  staffing  has  been  returned  to  100  percent. 
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Military  CRN  A  Management 


Begin 

FY  Authorized  Strength 


In  Qut  goal  Actual  Losses 


Train  Recruit 


84  282  242 

85  268  245 

86  275  238 

87  280  263 

88  293  246 

89  399**  252 

90  399  275 

91  399  294 


24  25 

20  24 

30  15 

28  24 

31  27 

40*  35 
40  35 

40  35 


2 

3 

3 

3 


6 

4 

8 

2 

1 


19 

22 

13 

33 

32 

24 

24 

24 


**  Current  Projections,  Plus  110  (based  on  planned  change) 

*  Before  Planned  12  percent  Attrition. 

NOTE:  Data  prior  to  1989  is  actual;  numbers  after  1988  are  projections. 

The  Army  reports  that  training  capability  has  been  utilized  to  capacity.  The 
recruiting  goal  was  changed  in  1987  to  bring  in  15  nurse  anesthetists  each  year,  but  in 
1987  only  two  were  accessed,  and  in  1988,  only  one  was  recruited. 

Accessions  save  a  good  deal  of  money.  The  cost  of  training  a  CRNA  is  about 
$63,000.  The  cost  of  recruiting  one  is  about  $10,000. 

Particular  note  should  be  taken  of  decreasing  ability  to  recruit  trained  nurse 
anesthetists.  The  Army  Nurse  Corps  has  increased  its  recruiting  goal  to  15  CRNAs  each 
year;  it  established  scholarship  incentives  for  qualified  candidates,  and  it  strengthened 
inservice  recruiting  for  training  in  the  specialty. 
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Table  7-3 

Retention  Behavior 


Initial  retention  rates  for  Army  Nurse  Anesthetists  after 
Completion  of  Their  Training  Obligation 


FY 

Rate 

85 

0.96 

86 

0.91 

87 

0.85 

88 

0.78 

A  survey  of  Army  nurse  anesthetists  conducted  in  1988  (70  percent  response  rate) 
reports  that  40  percent  of  the  captains  plan  to  leave  upon  completion  of  obligation  and 
only  11  percent  of  majors  plan  to  stay  beyond  20  years. 


Table  7-4 

Navy  -  CRNA  plan 


FY 

Authorized 

Beginning 

Strength 

Training 

In  Out 

Recruit 

Losses 

84 

98 

104 

13 

9 

2 

9 

85 

116 

106 

12 

9 

1 

9 

86 

124 

116 

11 

9 

3 

9 

87 

134 

106 

11 

13 

2 

8 

88 

141 

116 

12 

9 

2 

9 

89 

142 

115 

12 

11 

2 

4 

90 

143 

120 

17 

12 

2 

12 

91 

161 

127 

17 

12 

2 

12 

NOTE:  Numbers  after  1988  are  projections,  this  table  displays  Navy  Nurse  Corps  plan 
to  manage  CRNA  community  to  meet  mission  requirements. 

Retention  behavior 

Retention  rates  for  Navy  nurse  anesthetists  cannot  be  compared  usefully  because 
the  cohorts  are  extremely  small.  (In  such  small  cohort  groups,  (9-12)  the  loss  of  a  single 
individual  significantly  impacts  the  retention  rate  by  10  percent  and  makes  trend  analysis 
unreliable. 
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In  recent  years,  the  Navy  Nurse  Corps  has  initiated  actions  to  provide  educational 
support  through  a  stipend  program  during  the  last  year  of  civilian  training  for  nurse 
anesthetists. 


Table  7-5 

Air  Force  -  CRNA  plan 


Beginning 

Training 

Recruit 

FY 

Authorized 

Strength 

In 

Out 

Goal 

Act. 

Losses 

84 

23 

16 

25 

30 

35 

85 

25 

25 

15 

11 

27 

86 

323 

20 

18 

20 

17(1) 

28 

87 

351 

289 

17 

16 

20 

8(3) 

32 

88 

366 

282 

21 

17 

15 

7(5) 

30 

89 

275 

20 

17 

15 

0 

29 

90 

20 

21 

to  present 

91 

20 

20 

NOTE:  Numbers  after  1988  are  projections,  data  not  presented  is  not  available  at  this 
time.  The  numbers  of  actual  recruits  of  trained  CRNAs  shown  in  parentheses  is  number 
of  recalls  rather  than  newly  accessed,  and  are  included  in  actual. 


Summary 

Authorizations  for  CRNAs  are  increasing;  losses  are  serious;  recruitment  is  progressively 
less  successful;  inventory  is  not  keeping  pace  with  demand. 

The  presence  of  military  nurse  anesthetists  is  cost  effective  and  significantly  contributes  to 
the  ability  of  the  MHSS  to  conduct  its  missions,  and  to  reduce  CHAMPUS  costs.  The  outlook  is 
grave,  and  specific  measures  are  indicated.  Plans  to  address  the  nurse  anesthetist  issue  are 
presented  in  Chapter  8. 


Final  Summary 

The  current  inventory  profile  of  each  military  nurse  corps  shows  force  imbalances  and 
shortages.  At  the  end  of  fiscal  year  1988  the  Army  and  the  Navy  Nurse  Corps  were  below  their 
budgeted  end  strength. 

Recent  recruitment  of  professional  nurses  has  not  met  with  success,  either  for  the  Army  or 
the  Navy  Nurse  Corps,  and  the  Air  Force  Nurse  Corps  is  experiencing  increased  difficulty  in 
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accomplishing  its  goal.  The  national  nursing  demand  and  supply  imbalance  has  caused  civilian 
employment  conditions  for  professional  nurses  to  become  much  more  competitive,  particularly  at 
the  beginning  salary  levels.  Experienced  professional  nurses  are  harder  to  recruit  because  of 
DOPMA  regulations.  A  proposal  addressing  the  recruitment  issue  with  an  accession  bonus  is 
presented  in  Chapter  8. 

The  erosive  effects  of  the  external  environment,  in  addition  to  internal  factors  in  the 
military  and  the  MHSS,  are  just  now  starting  to  show  in  continuation  rates  and  retention  behavior 
in  the  nurse  corps.  The  survey  data  indicates  that  military  nurses  are  dissatisfied  because  of  lack 
of  nurses,  professional  factors,  and  compensation.  Inadequate  clerical  and  administrative  support 
are  also  cited  as  dissatisfiers.  Increasingly,  these  same  factors  are  rated  as  dissatisfiers  by  military 
physicians.  Shortages  in  nursing  specialties  are  reported.  Common  practice  is  to  train  nurse 
specialists  out  of  the  general  nurse  corps  population.  Some  of  these  shortages  can  be  addressed 
by  greater  training  effort. 

Each  of  the  nurse  corps  reports  acute  shortage  in  the  nurse  anesthetist  specialty.  This 
specialist  is  in  great  demand  in  the  civilian  community  where  compensation  opportunities  are  far 
greater  than  in  the  military.  This  specialist  is  essential  to  the  provision  of  health  services  and  is 
cost  effective  since  presence  in  the  MHSS  reduces  CHAMPUS  costs.  Incentives  to  attract  and 
retain  qualified  CRNAs  are  presented  in  Chapter  8. 
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CHAPTER  EIGHT 


COMPENSATION  ANALYSIS 


The  Problem 

The  health  care  profession  in  general  and  nursing  in  particular  are  both 
undergoing  changes  in  working  conditions  and  demand  for  services.  Until  recently  the 
military  has  enjoyed  success  in  recruiting  and  manning  its  nurse  corps  with  adequate 
numbers  of  registered  nurses.  However,  this  trend  is  changing  as  the  national  supply  of 
RNs  is  not  keeping  up  with  demand  and  the  military  is  experiencing  increased  difficulty 
competing  for  dwindling  RN  assets. 

Much  of  the  military’s  prior  success  was  due  to  military  compensation  (pay  and 
benefits)  which  has  traditionally  been  competitive  when  compared  with  civilian  nurse 
salaries.  However,  the  military  compensation  system  may  no  longer  be  adequate  in  the 
current  environment  to  attract  and  retain  the  required  number  of  nurses.  Table  8-1 
shows  that  this  competitive  edge  is  rapidly  being  overcome  by  recent  increases  in  civilian 
salaries. 


Table  8-1 
Nurse  Corps 

Military-Civilian  Pay  Differentials  At  Decision  Points 

Year 

Decision  Point  1284  mi  12M  I2S2  JL2SS  1989* 

Accession  $1,090  1,602  1,350  866  -3461  -14711 

(Starting  military  pay2  at  one  year  of  service  minus  starting  civilian  RN  pay3) 

Initial  Obligation  $8,147  7,701  6,384  6,600  4,972  4,444 

(Military  pay  at  4  years  of  service  minus  average  civilian  staff  RN  pay3) 

Sue  years  of  service  $8,502  9,241  9,210  8,196  5,880  5,189 

(Military  pay  at  seven  years  of  service  minus  maximum  mean  civilian  staff  RN  pay3) 

1.  Civilian  RN  starting  pay  exceeds  1988  &  1989  military  0-1  RMC. 

2.  Military  pay  is  calculated  using  DoD  Regular  Military  Compensation  tables. 

3.  Civilian  pay  is  calculated  using  1988  national  pay  data  from  University  of  Texas  Medical  Branch  (UTMB)  survey  of  65  hospitals. 

4.  1989  civilian  pay  data  is  estimated  using  a  7%  increase  to  1988  data. 
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Most  notable  are  the  changes  in  starting  rates  for  new  registered  nurses.  The 
national  average  civilian  RN  starting  rate  has  surpassed  Regular  Military  Compensation 
paid  to  new  officers  (O-ls)  commissioned  in  the  nurse  corps.  The  difference  can  be 
significant  in  certain  geographical  areas  where  annual  civilian  starting  salaries  may 
exceed  $30,000  per  year.  (Regular  Military  Compensation  for  an  0-1  without 
dependents  averaged  $21,830  in  1988.) 

Table  8-1  also  shows  a  comparison  of  pay  at  two  career  decisions  points  for 
military  RNs  -  end  of  initial  obligation  (three  years  of  service),  and  after  completing  six 
years  of  commissioned  service.  At  these  decision  points  the  relative  opportunity  costs  of 
leaving,  i.e.,  the  difference  between  military  compensation  that  could  be  expected  in  the 
following  years  of  service  (four  and  seven),  and  expected  civilian  salary  is  decreasing. 
Since  1983  the  comparative  advantage  of  pay  for  military  RNs  completing  their  initial 
obligation  has  decreased  by  60  percent.  The  pay  advantage  for  those  RNs  at  the  end  of 
six  years  of  service  has  decreased  by  65  percent.  The  result  is  that  the  anticipated  drop 
in  pay  after  leaving  the  Service  has  become  much  less  of  a  decision  factor  in  the  military 
nurse’s  decision  to  stay  or  leave. 

According  to  a  national  survey  of  539  hospitals  and  33,280  nurses  conducted  by 
Cole  Surveys  and  published  in  Modem  Healthcare  (December  2,  1988)1,  the  pay  of  staff 
nurses  rose  by  an  average  of  7  percent  in  1988.  Nurse  managers  received  an  average 
increase  of  9  percent.  In  certain  areas  these  increases  were  much  higher.  For  example, 
in  New  England,  RN  manager  pay  rose  by  13.4  percent.  We  expect  RN  salaries  to 
continue  to  rise  at  similar  rates  (approximately  7  percent  per  year).  These  civilian  RN 
salary  increases  compare  to  a  two  percent  military  raise  in  1988,  4.1  percent  increase  in 
1989  and  a  requested  3.6  percent  increase  in  1990. 

The  rapid  rise  in  civilian  pay  can  be  attributed  to  a  national  shortage  of  RNs. 

This  serious  shortage  exists  despite  an  all-time  high  supply  of  RNs,  and  a  record  low  RN 
unemployment  rate  (below  1  percent  as  reported  by  the  Health  and  Human  Services 
Commission  on  Nursing  in  July  1988).  While  the  demand  for  RNs  is  increasing  due  to 
severity  of  patient  illness,  AIDS,  advances  in  medical  technology,  etc.,  the  increase  in 
supply  is  not  keeping  pace.  In  fact,  the  total  number  of  students  in  baccalaureate 
nursing  schools  has  continued  to  decline. 

Civilian  hospitals  have  been  affected  first.  The  vast  majority  of  hospitals  (76 
percent),  report  some  degree  of  shortage  and  RN  vacancy  rates  across  the  country  have 
increased.  The  practice  of  using  agency  nurses  versus  permanent  staff  has  risen,  and  the 
number  of  hospitals  forced  to  close  beds  due  to  personnel  shortages  has  increased. 

This  acute  nurse  shortage  has  now  spread  to  the  military:  total  inventory  of  RNs 
is  below  billets  authorized;  the  RN  force  structure  as  defined  by  experience  and 
specialty  qualifications  is  no  longer  adequate  to  meet  needs;  the  Services  are  either 
unable  or  barely  able  to  meet  recruiting  goals;  retention  rates  at  the  end  of  initiaT 
obligation  are  declining;  nurses  are  forced  to  routinely  work  extended  hours;  and 

medical  treatment  facilities  are  underutilized  because  of  a  shortage  of  qualified  nursing 
staff. 
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Analysis  of  Registered  Nurse  Compensation 

,nx*^T(\a,nal}?e  registered  nurse  Pay  we  used  DoD  Regular  Military  Compensation 
ta^es>  federal  employee  (GS)  and  Veterans  Administration  pay  schedules;  and 
S™™?UrSe  comPensation  data  compiled  by  the  University  of  Texas  Medical  Branch 
(UTMB)  at  Galveston  (National  Survey  of  Hospital  and  Medical  School  Salaries)2  and 
data  from  the  1988  Cole  Nurse  Compensation  Survey.  ’ 

Although  pay  data  are  abundant,  it  is  difficult  to  make  accurate  comparisons 
between  military  and  civilian  nurse  compensation.  Unlike  the  military,  there  are  no 
equivalent  civilian  data  that  report  RN  salaries  by  years  of  service/experience  and  pay 
grade.  Rather,  civilian  data  are  reported  as  either  an  average  salary  by  position  held,  or 
3  Sary  range  by  Pos.ition  minimum  and  maximum  pay  for  staff  or  head  nurse).  ’ 
Additionally,  comparison  with  federal  employee  RN  pay  is  difficult  since  the  standard 
grade  structure  for  government  nurses  employed  in  military  hospitals  is  applied  with 
great  variation  depending  on  specific  position,  duties  and  responsibilities. 


Our  analysis  compared  the  pay  for  entry  level,  experienced  staff  nurse,  charge 
nurse  and  head  nurse  positions.  For  military  we  categorized  0-1  as  an  entry-level 
position;  0-2  with  over  two  years  as  an  experienced  staff  nurse;  0-3  with  approximately 
six  to  mne  years  of  experience  as  a  charge  nurse;  and  0-4  as  a  head  nurse  with  ten 
years  experience.  Annual  Regular  Military  Compensation  (RMC)  was  used  for  military 
/d  AS?f  paries.  RMC  includes  the  sum  of  basic  pay,  basic  allowance  for  subsistence 
(BAS),  basic  quarters  allowance  (BAQ),  variable  housing  allowance  (VHA),  and  a 
federal  income  tax  advantage.  RMC  pay  components  (BAS,  VHA,  etc.),  are  averaged 
tor  all  personnel  in  specified  pay  grades  for  Fiscal  Year  1988. 

For  civilian  RNs  the  national  minimum  average  staff  nurse  starting  rate  reported 
in  July  1988  by  UTMB  was  used  as  the  entry-level  income.  The  reported  average  staff 
nurse  salary  was  used  for  the  experienced  RN  position.  Maximum  average  staff  nurse 
salary  was  used  for  charge  nurses  and  maximum  head  nurse  salary  for  civilian  head 
nurses. 


For  1988  federal  employee  RN  salaries  we  used  GS-7  as  the  starting  (entry-level) 
salary  for  a  four  year  graduate  with  a  bachelor  of  science  degree  in  nursing  (BSNV  GS-9 
step  four  as  an  experienced  staff  nurse;  GS-11  step  four  as  a  charge  nurse;  and  GS-12 
step  four  as  a  head  nurse.  For  Veterans  Administration  nurses  we  used  starting  pay  for 
Associate  Grade  for  entry  level;  average  Full  Grade  for  staff  nurse;  Intermediate  Level 
for  charge  nurse;  and  Senior  Grade  for  head  nurse. 


Table  8-2  and  Figure  8-1  on  page  8-4  show  the  results  of  this  comparison. 
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Table  8-2 

Registered  Nurse  Pay  by  Position  &  Employer 


Mil 

Civil 

Fed  Emp 

VA 

Entry 

O-l 

Start 

GS-7 

Associate 

Staff 

$21,830 

$22,176 

$18,726 

19,712 

Exp 

0-2 

Avg  Staff 

GS-9 

Full 

Staff 

$31,211 

$27,168 

$25,198 

$26,341 

Charge 

0-3 

$38,835 

Max  Staff 
$32,160 

GS-11 

$30,488 

Intermed 

$31,873 

Head 

0-4 

$48,303 

Head 

$39,084 

GS-12 

$37,231 

Senior 

$38,203 

Table  8-2  above  and  Figure  8-1  below  show  that  except  for  starting  salaries, 
military  RNs  still  enjoy  a  pay  advantage  over  their  civilian  counterparts.  Civilian  pay 
data,  however,  do  not  include  overtime,  shift  differential,  or  weekend  differential  While 
salaries  of  civilian  nurses  can  be  significantly  augmented  by  these  extra  pays,  military 
nurses  do  not  receive  additional  pay  for  extra  hours  worked.  In  fact,  considering  that 
most  military  nurses  work  more  than  40  hours  a  week,  (Service-wide  average  is 
estimated  to  be  50  hours),  their  pay  rate  is  significantly  reduced  when  normalized  for  a 
standard  40  hour  work  week. 


Salary  Comparison 

us i ng  FY88  data 

Tnoueano6 


Entry  L*v*i  staff  Nirit  cnarga  Nirst  hMd  Ntr** 

Nursing  Positions 


■■Military  civilian  KSNS  gs  ■■  VA 

Figure  8-1:  Registered  Nurse  Pay  by  Position  and 
Employer 
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Another  factor  not  inherent  in  civilian  nurse  pay  statistics  is  the  ability  of  civilian 
RNs  to  work  part  time  and/or  for  agencies.  In  this  shortage  environment,  temporary  or 
agency  registered  nurses  are  often  able  to  command  salaries  in  excess  of  $20  per  hour 
($40,000  per  year)  and  consistently  work  40  hours  per  week.  The  agency  demand  for 
nurses  is  also  fueling  explosive  salary  increases  in  many  areas.  Rates  for  critical  care 
mirsesin  December  198jLreachgd_$39_per  hour  in  San  Francisco  and  $34  an  hour  in 

Boston.  Hospitals  in  these  areas  are  forced  to  counter  agency  rate  increases  with  their 
own.  For  example,  Massachusetts  General  Hospital  has  instituted  a  $9.25  an  hour 
differential  for  weekend  work  at  night  -  adding  a  $333  premium  above  base  pav  for 

three  12-hour  shifts. 

Table  8-2  and  Figure  8-1  compare  national  averages.  Nursing  salaries,  however, 
vary  greatly  throughout  the  country.  Salaries  are  normally  higher  in  large  urban  areas  in 
the  Northeast  and  certain  areas  on  the  West  Coast.  These  are  also  the  areas  with 
concentrations  of  nursing  schools,  and  thus  the  areas  where  the  military  must  compete 
for  new  RN  graduates. 

Figures  8-2  and  8-3  show  1988  national  average  regional  differences  reported  by 
UTMB  in  beginning  staff  and  experienced  staff  nurse  salaries  (surveyed  maximum  mean 
staff  nurse  salaries).  Table  8-3  shows  actual  1988  salary  ranges  for  staff  nurses  in  large 
metropolitan  areas  reported  in  the  American  Journal  of  Nursing  (January  1989)3. 


Regional  Annual  Salary  Comparison 
Starting  Rates  for  Nurses  £FY88  data} 

Thousands 
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Figure  8-2:  Staff  Nurse  Salary  by  Region 
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Regional  Annual  Salary  Comparison 
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Figure  8-3:  Charge  Nurse  Salaries  by  Region 


Table  8-3 

Metropolitan  Staff  Nurse  Salary  Ranges 


City 

Start  Rates 

IQP-Rates 

Boston 

$22,797  -  31,013 

$31,200  -  51,709 

New  York 

$26,000  -  30,500 

$29,000  -  43,465 

Wash,  D.C. 

$20,633  -  27,643 

$22,921  -  48,669 

Atlanta 

$20,280  -  24,960 

$28,392  -  37,107 

Chicago 

$21,798  -  26,104 

$23,025  -  42,640 

Denver 

$22,464  -  28,704 

$26,083  -  37,398 

Seattle 

$19,968  -  23,400 

$34,860  -  40,000 

San  Francisco 

$30,700  -  34,817 

$35,880  -  41,849 
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When  considering  regional  pay  data  rather  than  national  averages,  it  is  obvious 
that  military  RN  compensation  has  been  surpassed  by  civilian  pay  in  many  areas.  The 
opportunity  now  exists  for  many  military  nurses  to  leave  the  Service  and  match  or 
exceed  their  current  military  pay.  We  expect  this  to  have  significant  impact  on  the 
accession  and  retention  of  officers  in  the  nurse  corps. 


Nurse  Specialists  (Nurse  Anesthetists! 

Retention  of  nurse  corps  specialists,  especially  certified  registered  nurse 
anesthetists  (CRNAs),  is  an  area  of  major  concern  for  the  Services.  Since  these 
specialists  are  readily  employable  in  the  private  sector,  competitive  compensation  is 
necessary  to  prevent  their  loss. 


Table  8-4  shows  current  and  projected  pay  data  for  military  and  civilian  CRNAs 
using  data  from  UTMB  (July  1988)  and  the  American  Association  of  Nurse  Anesthetists 
(AANA),  and  RMC  for  military  CRNAs. 


Table  84 

Comparison  of  Military-Civilian  CRNA  Pay 


im 

1987 

im 

1289 

Military1 

$44,017 

$44,211 

$44,575 

$46,367 

AANA2 

$45,800 

$52,700 

$57,8604 

$63,650' 

UTMB3 

$41,900 

$44,400 

$49,100 

$54,010' 

1.  Military  is  average  RMC  for  a  modal  nurse  anesthetists,  0-4  with  10  years  of  service. 

2.  AANA  data  are  the  mean  reported  salaries  of  AANA  members  in  1986  and  1987  and  are  representative  of  CRNA  salaries  in  all 
modes  of  practice. 

3.  UTMB  data  are  the  mean  maximum  CRNA  salaries  reported  in  surveyed  hospitals. 

4.  These  are  estimated  annual  salaries  using  a  10%  annual  increase. 


As  shown  in  Table  8-4,  average  civilian  CRNA  pay  has  surpassed  military  average 
nurse  anesthetists’  pay.  The  rate  of  increase  for  civilians  is  also  significantly  higher;  a  13 
percent  increase  from  1986  to  1987  (reported  by  AANA),  and  a  10  percent  increase 
from  1987  to  1988  (UTMB).  These  compare  to  a  three  percent  increase  in  military 
RMC  in  1987  and  two  percent  in  1988. 
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Pav  for  on-call  duty,  overtime  pav  and  pav  for  working  on  weekends  is  not 
included  in  Table  8-4.  These  extra  pays  can  be  a  substantial  supplement  to  civilian 

CRNAs  total  income.  (It  is  not  uncommon  for  CRNAs  to  receive  $250  a  day  for 

weekend  call  pav.l 

A  literature  search  of  medical  and  nursing  journals  provides  numerous  examples 
of  the  many  job  opportunities  and  excellent  salary  and  benefit  packages  currently  being 
offered  to  experienced  nurse  anesthetists.  (See  Appendix  B). 

Clearly  military  compensation  for  certified  registered  nurse  anesthetists  no  longer 
provides  a  competitive  edge  in  attracting  or  retaining  these  highly  trained  specialists. 

The  Services  have  experienced  a  15  percent  shortfall  of  CRNAs  for  the  last  three  years. 
CRNA  inventory  in  all  Services  is  below  requirements  and  neither  direct  accessions  nor 
training  pipelines  have  been  able  to  meet  Department  requirements.  The  military 
compensation  system  provides  no  authorized  method  for  providing  the  needed  additional 
economic  incentives  that  will  attract  and  retain  experienced  CRNAs. 

Benefits 

Recent  increases  in  civilian  nursing  salary  do  not  accurately  reflect  all  that  is 
happening  in  civilian  compensation.  As  a  counter  to  the  RN  shortage,  civilian 
institutions  initially  increased  benefits  and  improved  working  conditions  before  making 
significant  changes  to  salary  structures.  Examples  include:  increased  scheduling 
flexibility;  weekend  alternative  programs  where  a  nurse  receives  credit  for  36  or  40 
hours  while  working  24  hours  during  a  weekend;  reimbursement  for  education;  and 
subsidized  child  care  and  housing. 

Conversely,  military  benefits  for  nurses  have  remained  static,  and  although 
military  benefits  are  still  often  generous  by  civilian  standards,  their  previous  competitive 
advantage  is  swiftly  eroding.  (An  exception  is  military  retirement,  which  although  was 
recently  changed,  remains  very  competitive  and  continues  to  have  a  positive  effect  on 
the  retention  of  all  military  personnel,  especially  those  with  over  10  years  of  service.) 

A  Market  Analysis  of  the  Military  Nurse  Shortage 

Recent  increases  in  the  demand  for  nursing  services  in  the  United  States  have 
driven  salaries  up.  Private-sector  employers  can  respond  fairly  rapidly  to  changes  in  the 
market  by  adjusting  compensation.  The  military,  on  the  other  hand,  cannot  act  as 
quickly. 

Figure  8-4  represents  the  market  for  nurses  in  the  United  States.  The  market  is 
initially  at  equilibrium  with  a  price  of  P  and  a  quantity  of  Q-at  that  price,  the  number 
of  nurses  willing  to  work  exactly  equals  the  number  that  employers  want  to  hire. 
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U.  S.  Market  for  Nurses 


Figure  8-4:  Market  for  Registered  Nurses  in  the  U.  S. 


If  we  assume  that  the  military  is  one  employer  in  this  market,  it  is  at  equilibrium 
initially  as  well.  Empirical  observation  has  shown  that  military  nurses  receive  higher  pay 
than  the  average  private-sector  nurse.  The  difference  in  pay  can  be  seen  as  a 
compensating  differential  (i.e.,  an  offsetting  pay  that  compensates  for  unpleasant  aspects 
of  military  service).  Figure  8-5  shows  the  effect  of  compensating  differentials  in  the 
market  for  military  nurses. 
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MARKET  FOR  MILITARY  NURSES 


Figure  8-5 i  The  Effect  of  Compensating  Differentials  in  the 
Market  for  Military  Nurses 


If  nursing  in  the  military  were  indistinguishable  from  private-sector  employment, 
equilibrium  would  still  occur  at  price  P  and  quantity  q  (the  amount  of  nurses  employed 
by  the  military).  Since  the  military  is  a  price-taker  in  this  market,  the  supply  of  nurses 
(S)  is  represented  by  a  horizontal  line  (the  military  cannot  employ  any  nurses  at 
anything  but  the  market  wage). 
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Military  service  is  different,  however.  The  analysis  is  over-simplified  if  we  treat 
the  market  for  military  nurses  the  same  way  as  the  private-sector  nurses.  Military  nurses 
are  faced  with  the  conditions  associated  with  military  life,  such  as  uncompensated 
overtime,  deployments,  family  separation,  frequent  moves,  and  possibility  of  danger. 

The  military  must  pay  a  premium  to  offset  the  negative  aspects  of  military  service.  If 
the  amount  that  just  compensates  a  nurse  for  these  negative  job  aspects  equals  C,  then 
the  equilibrium  price  for  military  nurses  equals  where 

Pm  =  P  +  C. 

The  military’s  supply  curve  becomes  and  the  quantity  of  nurses  employed  equals  q^. 

What  happens  when  the  demand  for  nurses  increases?  Figure  8-6  shows  the 
market  for  nurses  in  the  U.S.,  just  like  Figure  8-4.  The  demand  curve  has  shifted  to  D’ 
because  of  increased  levels  of  acuity,  required  skill  levels,  etc.  The  number  of  nurses 
willing  to  work  at  wage  P  remains  at  Q,  but  the  number  of  nurses  that  employers  want 
increases  to  Q”.  Increased  competition  for  nurses  will  bid  up  the  price  until  the 
quantity  demanded  equals  the  quantity  supplied.  In  this  case,  the  equilibrium  price  is  P’, 
and  the  equilibrium  quantity  is  Q\ 


The  changes  in  the  market  obviously  affect  the  market  for  military  nurses  as  well.  For 
simplicity’s  sake,  assume  that  the  market  wage  has  increased  by  an  amount  equal  to  the 
military’s  compensating  differential  (C).  Therefore, 

F  =  Pm. 

ID 
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Figure  8-7  shows  that  the  supply  curve  facing  the  military  has  shifted  up. 

Although  the  market  price  equals  P’(the  wage  the  military  was  already  paying),  we  must 
still  tack  on  the  compensating  differential  (C).  The  equilibrium  price  for  military  nurses 
now  equals  P’^  where 

P*.  =  F  +  C. 


THE  MILITARY  MARKET 
AND  INCREASED  TOTAL  DEMAND 


Figure  8-7:  Military  Market  for  RNs  Showing 
Increased  Demand 


As  a  response  to  market  demand,  we  are  witnessing  a  rapid  rise  in  civilian  RN 
salaries,  especially  in  large  metropolitan  areas.  An  increased  use  of  agency  nurses  also 
belies  the  change  in  demand.  Because  nurses  enter  and  exit  the  market  quickly  through 
agencies,  their  wages  are  highly  responsive  to  changes  in  market  conditions.  Increases  in 
military  RN  pay,  however,  cannot  respond  in  the  same  manner;  RN  pay  is  tied  to 
changes  in  Regular  Military  Compensation  which  must  be  budgeted  within  the 
Department  and  legislated  by  the  Congress.  This  places  the  military  at  a  disadvantage 
compared  to  private  sector  institutions  when  competing  for  RN  assets. 
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Conclusion 


With  the  exception  of  staff  RN  starting  pay  and  pay  for  certified  registered  nurse 
anesthetists,  direct  compensation  (RMC)  for  military  registered  nurses  was  higher  in 
1988  than  the  national  average  salaries  of  their  civilian  contemporaries.  However, 
regional  civilian  RN  pay  is  higher  than  military  pay  in  many  areas.  Also  the  civilian  rate 
of  increase  of  nursing  salaries  is  currently  higher  than  the  military.  The  result  is  that  the 
comparative  advantage  of  military  compensation  is  rapidly  decreasing  -  particularly  when 
considering  actual  working  hours  and  the  dual  role  of  military  nurses. 

Data  from  studies  completed  over  the  last  five  years  suggest  a  major  change  has 
occurred  in  the  way  military  nurses  view  their  compensation.  A  1984  Army  study 
reported  that  the  majority  of  Army  nurses  were  satisfied  with  their  pay.  However,  over 
70  percent  agreed  that  some  form  of  special  nurse  pay  was  warranted.  The  1985  DoD 
survey  showed  the  majority  of  military  nurse  respondents  remained  satisfied  with  family 
income  but  they  also  expressed  concern  that  military  pay  and  benefits  would  not  keep  up 
with  inflation  and  anticipated  erosion  of  retirement  benefits.  Responses  of  the  3,310 
military  nurses  who  participated  in  the  1988  Health  Professionals  Special  Pay  Study 
Survey  indicate  that  now  over  half  of  all  nurses  are  not  satisfied  with  their  total  pay  and 
benefits  package.  Over  75  percent  of  respondents  indicated  that  they  did  not  think  the 
present  compensation  system  was  adequate  to  attract  new  nurses,  and  79  percent 
indicated  that  it  was  not  effective  retaining  people.  Respondents  stated  that  they  would 
need  between  $9,000  and  $16,000  a  year  additional  pay  to  remain  in  Service  under 
current  conditions.  Between  $1,000  and  $4,000  less  was  needed  if  conditions  became 
adequate.  These  survey  results  show  that  as  with  military  physicians,  pay  is  becoming  a 
major  dissatisfier  to  a  substantial  number  of  military  nurses. 


The  Solution 

Historically,  personnel  shortages  have  become  critical  before  the  system  reacts. 
For  example,  in  1980  large  pay  raises  and  major  modifications  to  special  pays  were 
required  to  improve  the  poor  retention  and  experience  shortfall  that  was  allowed  to 
develop  in  the  military  personnel  force  in  the  late  1970s.  To  preclude  this  situation 
from  recurring  for  military  nurses,  we  need  to  act  now  before  the  shortage  further 
deteriorates  and  military  health  care  becomes  inadequate. 

Short  Term 

Recruiting 

The  Department  of  Defense  needs  the  authority  to  offer  monetary  incentives  to 
new  baccalaureate  prepared  graduates  and  experienced  RNs  to  enter  military  service. 
As  discussed  earlier  the  pool  of  available  RN  assets  is  not  keeping  up  with  the  demand 
and  the  previous  military  pay  advantage  has  decreased.  The  inadequate  number  of 
nursing  students  and  the  increasing  number  of  nurses  leaving  hospital-based  nursing  are 
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intensifying  the  competition  of  the  Services  to  recruit  and  retain  nurses.  Accordingly, 
the  Services  are  experiencing  difficulty  meeting  their  recruiting  goals. 

To  improve  DoD’s  competitiveness,  we  are  proposing  two  compensation  programs 
for  1990;  (1)  FY  1990  Nursing  Accession  Bonus  Demonstration,  and  (2)  Incentive 
Special  Pay  for  Certified  Registered  Nurse  Anesthetists. 


o  FY  1990  Nurse  Accession  Bonus  Demonstration  Program 

The  Nurse  Accession  Bonus  (NAB)  would  be  a  one  time  payment  that  would  be 
used  to  attract  nurses  to  enter  military  service.  Tie  NAB  can  be  targeted  at  both 
recent  graduates  and  experienced  RNs.  The  actual  amount  paid  will  depend  on 
the  needs  of  the  Services.  DoD  intends  to  pay  a  maximum  accession  bonus  of 
$5,000  for  Fiscal  Year  1990.  Nurses  would  be  required  to  agree  to  remain  on 
active  duty  for  a  period  of  four  years  and  would  receive  a  lump  sum  payment 
upon  commissioning.  (Legislative  proposals  and  cost  data  are  in  Appendices  C 
and  D.) 


o  Incentive  Special  Pav  Plan  for  Certified  Registered  Nurse  Anesthetists 

Certified  Registered  Nurse  Anesthetists  are  critical  to  both  the  peacetime  and 
wartime  military  medical  missions.  The  Services  are  having  increasing  difficultly 
attracting  and  retaining  these  specialists.  As  we  have  shown,  average  civilian 
CRNA  pay  has  not  only  surpassed  military  pay,  but  is  also  increasing  at  a  faster 
rate.  We  need  a  monetary  incentive  program  to  retain  experienced  CRN  As  and 
to  entice  our  nurses  to  enter  this  specialty.  Accordingly,  we  propose  an  Incentive 
Special  Pay  (ISP)  that  may  be  paid  to  CRN  As  or  to  nurses  in  other  critically 
short  specialties  regardless  of  their  obligation  status.  To  be  eligible,  nurses  must 
agree  to  remain  on  active  duty  for  at  least  one  year.  The  Service  Secretary 
concerned  will  have  approval  authority  for  all  contracts,  with  annual  bonus 
amount  not  to  exceed  $6,000.  Obligation  incurred  due  to  ISP  contracts  will  be 
added  to  any  existing  service  obligation  incurred  due  to  training,  (Legislative 
proposals  and  cost  data  are  in  Appendices  C  and  D.) 


Long  Term 

Nurse  Corps  1990  pay  programs  will  prove  instrumental  in  attracting  nurses  into 
the  military  and  retaining  Certified  Registered  Nurse  Anesthetists.  They  will  also  send  a 
positive  signal  to  military  health  care  professionals  that  the  Department  and  the 
Congress  are  committed  to  improving  conditions  and  providing  pay  competitive  with  the 
civilian  sector.  However,  the  rapidly  changing  nursing  environment  dictates  that  we 
continue  to  look  for  innovative  ways  to  maintain  the  attractiveness  of  a  military  career. 
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What  Is  Nursing? 

In  the  mid  1800’s,  Florence  Nightingale  described  nursing  as  putting  the  patient 
"in  the  best  condition  for  nature  to  act  on  him".1  Nurses  provided  comfort  to  the  sick 
and  the  dying;  there  was  no  hope  of  cure  for  disease.  Nursing  focused  on  providing  a 
clean,  fresh,  and  restful  environment  to  promote  an  individual’s  recovery.  Nursing 
changed  as  disease-specific  cures  were  developed.  Nurses  became  involved  in 
administering  the  medical  treatment  plan  in  the  hospital  and  preventing  disease  in  the 
home  and  community. 

Today,  nursing  has  expanded  beyond  a  disease-orientation.  It  is  concerned  with 
helping  individuals  to  achieve  their  highest  potential  for  health.  Virginia  Henderson 
describes  the  function  of  the  nurse:  "  to  assist  the  individual,  sick  or  well,  in  those 
activities  contributing  to  health  or  its  recovery  (or  peaceful  death)  that  he  would 
perform  unaided  if  he  had  the  necessary  strength,  will,  or  knowledge,  and  to  do  this  in 
such  a  way  as  to  help  him  gain  independence  as  rapidly  as  possible". 

What  Nurses  Do...  and  Where 

Nursing  is  involved  with  the  promotion  and  maintenance  of  health,  prevention  of 
illness,  care  of  persons  during  acute  phases  of  illness,  and  rehabilitation  and  restoration 
of  health.3  Thus,  nursing  is  practiced  within  a  variety  of  settings,  by  nurses  with  diverse 
specialties  and  job  titles.  The  common  thread  throughout  nursing  is  its  focus  on  the 
needs  of  individuals,  families,  and  the  community  during  health  and  illness. 

Although  the  majority  of  employed  nurses  work  in  the  hospital,  the  opportunities 
for  nurses  to  work  outside  the  hospital  are  growing  rapidly.  Today,  nurses  work  in 
almost  every  place  where  health  care  is  provided,  from  the  home,  to  the  hospital,  the 
hospice,  to  the  Hill  (Capitol  Hill).  See  Table  A-l. 


How  Nurses  Do  Nursing 

Nurses  provide  care  to  patients  directly  and  indirectly.  Direct  nursing  care 
includes  such  activities  as  providing  for  the  patient’s  mental,  emotional,  and  physical 
needs;  assessing  patients’  needs;  planning,  implementing,  and  modifying  nursing  activities 
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to  meet  patients’  needs;  monitoring,  recording,  and  responding  to  changes  in  patients’ 
status;  administering  and  monitoring  diagnostic  and  therapeutic  procedures  prescribed  by 
the  physician;  teaching  and  counseling  patients  and  family  about  health  needs;  working 
with  the  health  care  team  in  the  delivery  of  planned  health  care;  and  serving  as  patients’ 
advocate. 

Indirect  nursing  care  is  not  immediate  to  patient  care,  but  impacts  on  the  quality 
of  the  care  delivered.  Head  nurses  and  nurses  at  middle  and  top  management  levels 
organize  and  coordinate  all  the  nursing  activities  affecting  the  care  of  patients  within 
their  span  of  control.  Nurse  educators  conduct  staff  development  and  continuing 
education  for  nurses  and  nursing  staff  and  teach  in  basic  nursing  programs.  Nurse 
researchers  find  solutions  to  clinical  practice  problems.  Other  positions  not  directly 
related  to  patient  care  include  consultants,  editors,  writers,  patient  care  educators, 
executive  directors  of  professional  organizations  and  state  boards,  lobbyists,  health 
planners,  utilization  review  coordinators,  nurse  epidemiologists,  and  legislators.4 


Is  Nursing  Different  in  the  Military  Health  Service  System? 

Military  nurse  staffing  of  the  DOD  medical  treatment  facilities  is  supplemented 
by  federally-employed  civilian  nurses  and  contract  nurses.  Contract  nurses  refer  to  those 
nurses  working  for  privately-owned  agencies  who  are  employed  by  the  services  to  meet 
staffing  vacancies.  They  are  hired  to  provide  direct  patient  care.  Many  medical  treatment 
facilities  are  using  contract  nurses  to  varying  degrees  to  offset  the  shortage  of  military 
and  civilian  federally-employed  nurses  in  military  hospitals. 

The  higher  salaries  and  fewer  responsibilities  of  contract  nurses  working  in 
military  medical  treatment  facilities  makes  it  difficult  to  recruit  and  retain  federally- 
employed  civilian  nurses  and  military  nurses,  as  well  as  creating  tension  and 
dissatisfaction  within  the  working  environment. 

In  addition  to  the  shortage  of  military  and  federally-employed  civilian  nurses, 
another  change  affecting  the  demands  for  nursing  care  within  the  military  health  service 
system  is  the  change  in  the  patient  population.  Patients  tend  to  be  older,  sicker,  and 
require  more  nursing  care  during  their  hospital  stay.  These  changes,  coupled  with  the 
reported  decrease  in  the  average  length  of  stay  for  patients  within  many  medical 
treatment  facilities,  exacerbate  an  already  critical  situation  in  which  the  nursing  care 
requirements  exceed  the  supply  of  nurses. 

The  high  turnover  of  enlisted  nursing  personnel  and  shortages  of  personnel  in 
administrative  and  clinical  support  services  increase  the  demand  for  nursing  services. 
Nurses  are  often  expected  to  substitute  for  paraprofessional  nursing  staff,  ward  clerks, 
medical  record  technicians,  and  patient  transport  as  well  as  to  assume  many  duties  of 
laboratory,  pharmacy,  physical  and  respiratory  therapy  personnel  during  other  than 
"normal''  duty  hours.  "This  substitution  dilutes  the  quality  and  quantity  of  professional 
nursing  care  time  for  patients  and  negatively  influences  the  ability  to  staff  units 
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appropriately  based  on  professional  assessment  of  patient  acuity  and  nursing  care 
requirements".5 

Although  there  is  little  direct  automated  support  for  nursing  functions  today,  the 
DoD  is  currently  testing  the  Composite  Health  Care  System  (CHCS)  which  will  be 
installed  in  military  hospitals  and  clinics  worldwide,  and  which  will  provide  a  variety  of 
nursing  support  functions.  Automation  has  been  shown  to  provide  for  more  efficiency  in 
the  management  of  nursing  services,  since  administrative  and  clerical  tasks  are  reduced. 
Though  automation  may  not  reduce  the  overall  requirements  for  nursing  personnel,  the 
reduction  of  administrative  workload  allows  more  time  to  be  devoted  to  enhancing  the 
quality  of  direct  patient  care. 

"The  addition  of  new  health  services,  such  as  ADDS  screening,  health  promotion, 
infection  control,  drug  and  alcohol  screening,  quality  assurance  programs,  utilization 
review  programs,  peer  review  programs,  occurrence  screening,  incident  reporting 
requirements,  bone  marrow  transplant  services,  mobile  community  health  services,  and 
increasingly  complex  levels  of  premature  and  neonatal  care  have  placed  further  demands 
on  military  nursing  services".6  Any  increases  in  nursing  personnel  have  to  accommodate 
both  ongoing  programs  with  increased  intensity  of  care  and  newly  developed  health 
services. 

Advances  in  scientific  technology  have  revolutionized  the  science  of  modern 
warfare.  The  arsenal  of  military  equipment,  weaponry,  and  combat  systems  have  been 
modernized  in  preparation  for  tomorrow’s  battlefield.  Since  new  developments  in 
warfare  affect  the  nature  of  combat  casualties,  continual  peacetime  training  is  required 
for  military  nurses  in  preparation  for  their  mission  to  provide  nursing  care  in  wartime. 
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WHERE  NURSES  WORK  OUTSIDE  THE  HOSPITAL 

Ambulatory  care  centers 
Health  maintenance  organizations 
Preferred  provider  organizations 
Home  health  care  agencies 
Community  health  clinics 
Public  health  departments/social  service  agencies 
Long-term  care  facilities  (nursing  homes,  extended  care 
facilities,  and  hospices) 

Day  care  centers  for  the  elderly  or  those  with  special  needs 

Industry  and  business 

Individual  practice  associations 

Birthing  centers 

Hospices 

Prisons  and  correctional  facilities 
Crisis  centers 

Public  schools,  colleges,  universities 
Institutions,  such  as  schools  for  the  mentally  and  physically 
handicapped 

Specialized  agencies,  such  as  Planned  Parenthood,  Cancer 
Society 

Self-help  groups,  such  as  Alcoholic  Anonymous,  Weight  Watchers 
Shelters  for  the  homeless 

Homes  for  abused  women  and  children,  handicapped,  AIDS 
Physician’s  offices 
Private  duty  in  the  home 

Private  practice  with  physician  or  non-physician  health 
professional 
Rehabilitation  centers 
Professional  nursing  organizations 
State  boards  of  nursing 
Legislative  and  governmental  committees 
Pharmaceutical  and  medical  supply  companies 
Lobbying  groups 
Publishing  companies 
Health  planning  commissions 
Insurance  companies 
Self-employed;  entrepreneur 
Peer  review  organizations 

Government  agencies  at  the  local,  state,  and  federal  levels,  such  as  Center  for  Disease 
Control,  National  Institutes  of  Health 
Consulting  firms 
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Certified  Registered  Nurse  Anesthetists  Advertisements 


W  All-SiGies  Medico!  Placement  Agency-. 

P.O.Box '91 

—  ^  tcSalle.  Ml  4S14S 

^  1-800*521-6750 

cr 

^  (313)2*1-1^ 

zHuliintj  lE-.ifl'.t  Vuiu-Ji  &ciid?Ci 

FREE  LANCE  CRN A’S  WANTED  .  .  . 

If  you  can  answer  yes  to  3  cf  the  4  questions  below  -  you  should 
j  be  c  free  lance  CRNA  with  All  States  Medicol  Placement  Agency! 

if— 

□  D  Do  you  want  to  mcke  on  cnnucl  income  of  S  50  -  $  t  GG.CCG? 

(pen  a  full  nrr^) 

□  □  Do  you  want  to  see  the  U.S.  ot  no  expense? 

(travel  locping  enc  rracls  ere  peie) 

□  □  Do  you  want  the  challenge  of  being  your  own  bess? 

*  (wefk  Ci  mcr.y  w«ks  cj  ycu  wen:) 

□  C  Do  you  .want  to  brcccen  your  horizons? 

.(raw  pec?:*,  iceci.  pieces) 

If  free  lance  cnesthesia  sounds  exciting  to  you  -  we  ere  your 
agency.  We  can  be  cs  near  as  the  phone  no  matter  where  you 
ere.  _  a 

CRN  A’S  Representing  CRN  A’S 

Cwners/Cperators 
zruziu  CRNA 

Mir.necoolis  School  of  Anesthesia  ’59; 
prVrr^  CRNA 

Northwestern  Kcspiicl  School  cf  Anestnesic  60. 
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VLTy  I.  BROWISC.  MJX 


I  CHLUXS.  MJX 
B£XV.  MJX 
<L0  HAXCZX.  MJX 


Directo 


ARKANSAS  ANESTHESIA,  P.A. 

MED1CU.  TOWERS  BLDG.  •  9601  LELE  DR.  •  PLAZA  A  * 
LITTLE  ROCK.  ARKANSAS  72205 
501-227-9114 


r  of  School  Of  Anesthesia: 


JOKV  A.  M.tLiOJK  MJi 
W  M.  SLCA.V.  M  J1 
jn-.MI.S'C  T5IAC.  Af_a 
JOSZ7H  J5  MJX 


Arkansas  Anesthesia,  P.  A.  has  currently  hired  CRNAs, 
but  we  are  still  locking  to  hire  other 'CRNAs  or  Board 
Elicible  graduates  to  join  our  staff  of  Anesthesiologists 
and' 29  CRNAs. 


We  offer  all  surgical  sub-specialities  including  open 
heart.  Our  group  offers  an  opportunity  for  skill 
advancement  in  a* supportive ,  friendly,  working  atmosphere. 


Baptist  Medical  Center  is  a  750  bed  acute  care  facility 
with  17  operating  rooms  in  the  main  O . R. 

We  are  located  in  Central  Arkansas  and  about  2  hours 
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city  with  a  population  of  approximately  150,000.  There 
are  several  colleges  and  a  major  University  located  near 
by. 


The  Little  Rock  ar 
mountains  which,  of 
hunting-,  fishing , 


ea  also  has  many  beaut 
fer  a  verity  of  activi 
camping ,  water-skiing , 


fui 

ies 

and 


lakes  'and 
such  as 
euc . 


We 

be 


a  very  attractive  salary  and  comprehensive 
package.  Seme  of  cur  benefits  include: 
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MALPRACTICE  INSURANCE  PAID 

SHORT  AND  LONG  TERM  DISABILITY 

HEALTH  INSURANCE  WITH  MAJOR  MEDICAL  «  DENTAL 

MEDICAL  REIMS URSEMZNT 

SUBSTANTIAL  YEAR  END  BONUS 

RETIREMENT  PLAN  -  FULLY  VESTED  AFTER  6  MONTES 
AT  A  GUARANTEED  15%  0?  GROSS  SALARY. 

4  WEEKS  PAID  VACATION  -  WILL  INCREASE  AFTER  2  YEARE 
6  PAID  HOLIDAYS 

5  DAYS  OF  PAID  PROFESSIONAL  LEAVE 
MOVING  EXPENSE 

PAID  WEEKEND  CALL  -  S350."  00/24  HOURS 
UNUSED  VACATION  &  SICK  TIME  .MAY  HE  REIMBURSED 
NO  ROTATING  SHIFTS 
CALL  EVERY  24TH  DAY 
OVEP.TIME  —  TIME  &  HALF 
SALARY  WITH  BENEFITS  $50,000  PLUS 
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Mary  Sher.ker ,  CPN.A 
Chief  CRNA 
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September  6,  1S88  • 


Alexandria  Anesthesia  Service  is  a  group  of  nine  anesthesiologists  wno  have 
furnished  anesthesia  for  all  surgery  at  the  two  local  private  hospitals  for  over  30 
years.  Serving  as  the  primary  medical  center  for  Central  Louisiana^,  St.  Frances 
Cabrini  and  Rapides  General  Hospitals  provide  health  care  for  almost  150,000  people. 
At  the  present  time  the  group  employs  fourteen  nurse  anesthetists  with  two  remaining 
positions  available.  Your  name  has  been  furnished  by  the  American  Association  of 
Nurse  Anesthetists  as  a  candidate  for  one  of  these  openings.  A  description  of  the 
employment  requirements  and  opportunities,  as  well  as  an  overview  of  the  city  in 
which  you  would  relocate,  are  provided  through  this  correspondence. 


Base  salary  of  S43.500  -  S50.G00  contingent  on  experience 

$51, 000. base  salary  for  a  CRNA  with  experience  in  all  types  of  , 

anesthesia  including  open  heart  surgery 

"Call"  every  eight  days  with  paid  next  day  off 

No  in  house  or  08  call- 

No  pediatric  open  heart  surgery 

Four  weeks  paid  vacation  and  excellent  bonuses 

Retirement  plan,  major  medical  health  insurance,  and  life 

insurance  all  paid  by  the  group 

Funds  available  for  standard  relocation  expenses 


Located  in  the  beautiful  piney  woods  of  Central  Louisiana,  Alexandria^  is  the 
major  metropolitan  area  with  a  population  of  approximately  80,000  people.  The  many 
nearby  lakes  and  rivers  provide  opportunities  for  duck  hunting,  fresh  water  fishing, 
boating,  and  water  skiing.  Salt  water  fishing  along  Louisiana's  Gulf  Coast  adds  to 
the  recreational  appeal  of  the  city.  Two  country  clubs  are  available  for  onlfinc, 
tennis,  and  swimming,  as  well  as  other  social  activities.  The  educational  needs  o: 
Alexandria's  children  are  met  through  excellent  public,  private,  and  parochial 
scnools.  The  city  also  offers  aovanceo  eoucational  programs  at  Louisiana  State 
University  ana  Louisiana  College.  Churches  of  all  denominations  are  found  throughout 
the  Alexandria  area.  *  • 


•  For  your  ccnvenieoce  a  response  card  is  enclosed  to  obtain  further  information 
concerning  a  career  with  Alexandria  Anesthesia  Service,  a  progressive  group  cf 
medical  professionals. 
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Watch  for  our  booth  if  you  are  attending  the  Texas  Association 
Anesthetists  fall  Institute  September  22-25,  1986  in  Houston,  Texas. 
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Vera  Elakemore 
Office  Manager 
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:Srge  croup,  7  —  3:20,  no  call, 
Excellent  educational  &  cultural 
opportum  ties . 
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1126  Southern  Neu  Jersey 
|  CRNAs ,  3  MBAs ,  170  beds,  near 
YC,  Philadelphia,  DC,  3  wse.l:s 
acation,  1  week  CMS. 


P1247  Ohio 

.4  MBAs,  4  weeks  paid  vacation 
(pension ,  profit  sharing,  very 
stable  group. 


Iai272_ Philadelphia 
'250-bed  hospital  needs  chief 
CRNA,  salary  *  call  +  benefits, 
j expanding  CRNA  department.  • 

=1189  I00_milen  from  DC 
1 240-bed  hospital ,  staff  position, 
] 4  weeks  vacation,  hospital 
employed. 


Cali  toll  free  1-300-426-7901 


11255  Missouri 


MID  CENTRAL 

150— bed  hospital ,  community 
20,000,  call  1  in  5 ,  paid 
interview  arc  relocation. 


-1276  Kansas  City  •  *. 

Large  group  at  teaching  hospital, 
stable  professional  environment, 
competitive  income,  profit 
sharing  l  pension.  • 

-1165  Nebraska’  •' 

Staff  large  hospital,  paid 
everything,  hospital  very  CME 

oriented,  signing  bonus  ($5,000}. 

#  •  •  * 

-1243  Illinois  -  *-•*•>>- 

Join  c  CRNAs ,  2  MBAs,  salary 
£100/cill,  corporate  pension  and 
Profit  sharing  plan.  _ _ i 


-1235  Indiana 

2  CRN As,  1  MBA,  work  2C-25  hours 
-~e~  week,  RZCGK  plan. 


W j 1 22 7  Chicaco  area 

Large  group,  a  hours/ day ,  m  -  ?, 


Staff  position,  400-bed  teaching 
hospital,  A— 2  benefits  package. 

hi 1 67  Michigan 

Town  of  100,000;  400-bed  hospital 
Chief  MBA  a  nice  guy  to  deal 
with. 

-127?  Wisconsin 

Staff  position,  small  hospital, 

2  CRNAs,  good  autonomy,  income 
exceeds  prevailing  rate.  Faid 
interview  and  relocation. 


Call  toll  free  1-800-426-7901 


SOUTHWEST 

-1273  Texas  Culf  Coast 
1  CRNA,.  1  MBA ;  5  minutes  puts,  you 
at  the  sea  shore,  negotiable 
income  plus  benefits. 

PI  1 75  New  Mexico 
Small  CP.NA/MDA  group,  near 
mountains,  new  &  wel 1— equipped 
hospital . 

=1268  Hew  Mexico 

Group,  2  CRN As .  i  MBA;  income 

negotiable,  £1,000  CME  stipend. 


Call  toll  free  1-800-426-7901 


SOUTHEAST 

• 

ei2S7  Virginia 

120— bed  hospital i  5  CRN As  co  all 
anesthesia  -  spinals  &  epidurals. 

P1264  Central  Florida 
3  CRN As ,  1  MBA;  must  function 
without  close  supervision, 
negotiable  package. 


Call  toll  free  1-800-426-7901 


SOUTH  CENTRAL. 

=1249  Tennessee 

Staff  -  large  hospital .  1  month 
vacation,  paid  interview  and 
relocation. 

±122  r  L c ’J i s i 2.n a 

Large  CRN A/MB A  group,  staole;  New 
equipment ,  wide  variety  cf  cases. 
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Draft  Legislation 

A  BILL 

To  authorize  payment  of  a  nurse  accession  bonus. 

Be  it  enacted  bv  the  Senate  and  the  House  of  Representatives  of  the  United 
Slates  of  America,  in  Congress  assembled:  That  (a)  subject  to  subsection  (2)  of  this  Act 
an  individual  who  is- 

(1)  commissioned  as  an  officer  of  the  Nurse  Corps  of  the  Army  or  Navy 
or  an  officer  of  the  Air  Force  designated  as  a  nurse  or  an  officer  designated  as  a 
nurse  in  the  commissioned  corps  of  the  Public  Health  Service  during  the  period 
beginning  October  1,  1989  and  ending  September  30,  1990;  and 

(2)  executes  a  written  agreement  to  remain  on  active  duty  for  a  period  of 
four  years; 

may  be  paid  an  incentive  bonus  in  an  amount  determined  by  the  Secretary  concerned 
which  amount  shall  not  exceed  $5,000. 

(b)  An  officer  is  not  eligible  for  an  incentive  bonus  under  subsection  (a)  of  this 
Act  unless  the  Secretary  concerned  determines  that  the  officer  is  qualified  as  a  nurse. 
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(c)  An  officer  who  receives  payment  under  subsection  (a)  of  this  Act  and  who 
subsequently  fails  to  become  licensed  as  a  professional  registered  nurse  in  any  state  of 
the  United  States  before  the  end  of  the  period  for  which  payment  was  made  shall  be 
required  to  refund  such  payment. 

(d)  An  officer  who  voluntarily  terminates  service  on  active  duty  before  the  end 
of  the  period  for  which  payment  was  made  to  such  officer  under  subsection  (a)  of  this 
Act  shall  refund  to  the  United  States  an  amount  that  bears  the  same  ratio  to  the 
amount  paid  to  such  officer  as  the  unserved  part  of  such  period  bears  to  the  total  period 
for  which  the  payment  was  made. 

(e)  The  provisions  of  tide  37,  United  States  Code,  shall  be  applied  in  the 
administration  of  this  with  relation  to  definitions  therein  and  general  procedures  for  the 
payment  of  bonuses  to  members  of  the  uniformed  services. 
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Health  Professionals  Special  Pays  Study 
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A  BILL 


To  amend  title  37,  United  States  Code,  to  authorize  the  payment  of  incentive  special 
pay  for  certified  registered  nurse  anesthetists  in  the  Armed  Forces. 

Be  it  enacted  bv  the  Senate  and  the  House  of  Representatives  of  the  United 

States  of  America  in  Congress. assembled, 

(1)  by  amending  Chapter  5  of  title  37,  United  States  Code  by  inserting  after  302c 
the  following  new  section  302d: 

"S.  302d.  Special  pay:  nurse  anesthetist 

"(a)(1)  Subject  to  paragraph  (2)  of  this  subsection  and  subsection  (b)  of  this 
section,  an  individual  who  is  commissioned  as  an  officer  and- 

"(A)  who  is  an  officer  of  the  Nurse  Corps  of  the  Army  or  the  Navy  or  an 
officer  of  the  Air  Force  designated  as  a  nurse  or  an  officer  designated  as  a  nurse 
in  the  commissioned  corps  of  the  Public  Health  Service;  and 

"(B)  is  a  qualified  certified  registered  nurse  anesthetist,  or  a  qualified 
nurse  in  a  specialty  designated  as  in  critically  short  supply  by  the  Secretary 
concerned;  and 

"(C)  is  on  active  duty  under  a  call  or  order  to  active  duty  for  a  period  of 
not  less  than  one  year; 

may  be  paid  incentive  special  pay,  in  an  amount  not  to  exceed  $6,000  for  any  twelve- 
month  period. 
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"(2)  An  officer  eligible  for  incentive  special  pay  under  paragraph  (1)  of  this 
subsection  may  also  execute  an  agreement  to  remain  on  active  duty  for  periods  greater 
than  twelve  months.  The  Secretary  concerned  shall  consider  the  length  of  service  to 
which  the  officer  has  agreed  in  determining  the  amount  to  which  the  officer  is  paid. 

"(b)(1)  A*1  officer  may  not  be  paid  incentive  special  pay  under  subsection  (a)  of 
this  section  for  any  twelve-month  period  unless  the  officer  first  executes  a  written 
agreement  under  which  the  officer  agrees  to  remain  on  active  duty  for  a  period  of  not 
less  than  one  year  beginning  on  the  date  the  officer  accepts  the  award  for  such  incentive 
special  pay. 

”(2)  Under  regulations  prescribed  by  the  Secretary  of  Defense  or  the  Secretary 
of  Health  and  Human  Services  under  section  303(a)  of  this  title,  an  officer’s  entitlement 
to  the  incentive  special  pay  authorized  by  subsection  (a)  of  this  section  may  be 
terminated  at  any  time.  If  such  entitlement  is  terminated,  the  officer  concerned  is 
entitled  to  be  paid  such  incentive  special  pay  only  for  the  part  of  the  period  of  active 
duty  that  he  served  and  he  may  be  required  to  refund  any  amount  in  excess  of  that 
entitlement. 

"(c)  Special  pay  payable  to  an  officer  under  subsection  (a)  of  this  section  shall  be 
paid  annually  at  the  beginning  of  the  twelve  month  period  for  which  the  officer  is 
entitled  to  such  payment. 

"(d)  An  officer  who  voluntarily  terminates  service  on  active  duty  before  the  end 
of  the  period  for  which  a  payment  was  made  to  such  officer  under  subsection  (a)  of  this 

■  :  ft' 

section  shall  refund  to  the  United  States  an  amount  which  bears  the  same  ratio  to  the 
amount  paid  to  such  officer  as  the  unserved  part  of  such  period  bears  to  the  total  period 
for  which  the  payment  was  made.". 
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Health  Professionals  Special  Pays  Study 


Northeast  Arkansas 
Anesthesiologists,  P.A. 


F:*s  J.  Hu'Sjirj.  MD 
Ur:v  H.  Johnson.  .V.O 
Michael  J.  Young.  MD 
Gerald  D.  Boyles.  MD 


CRNA  Salary  6  Benefits 
Salary  Information 

Base  pay:  S45,500  for  experienced  Qualified  applicant. 

1,500  signing  bonus. 

Overtime  pay:  530.00/hour  based  on  an  average  over  a  call  period. 

30.00/hour  when  called  in  on  paid  day  off. 

Call  pay:  52S0/Saturday,  Sunday,  or  Holiday  call.  Weekday  call  is 
shared  equally  with  no  extra  compensation. 

Compensatory  time  off  after  call:  Day  off  after  day  of  call  if 

staffing  is  adsa.uate.  Friday  and  Saturday  have  no  days  orr. 

Benefits  Information 

Vacation:  30  days  the  first  year  plus  one  day  for  each  year  of  service. 

Sick  leave:  6  days/year  to  accumulate  to  30  days. 

•'  Total  vacation/sick  days  =  36  days/year. 

Long-term  disability  insurance:  In  effect -January  1,  1989. 

Health  insurance:  Premium  paid  by  employer.  Family  coverage  paid  by 

employee. 

Dental  insurance:  Premium  paid  by  employer.  Family  coverage  paid  by_ 

employee. 

Life  insurance:  Premium  paid  by  employer.. 

Retirement  plan:  Contributions  by  employer.  Approximately  10%  gross 

salary. 

J 

Paid  by  employer:  National  AANA  dues. 

State  license. 

Professional  liability  insurance..  • 

Interview  expenses:  individualited. 

4  week  sabbatical  every  S  years  of  ^service— We 
encourage  this  time  to  be  used  for 
*  educational  purposes.  .  ■  •_ 

CMF  allowance:  S300  first  year  plus  S100  for 
each  year  of  se^/ ice. 
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Cost  Data 


Cost  Data 


Program 

Em 

Em 

Nurse  Accession  Bonus1 

S5.0M 

Certified  Registered  Nurse  Anesthetists 
Incentive  Special  Pay 

$3.0M 

$3.0M 

J 


J 


1 .  Cost  data  based  on  paying  1000  FY90  nurse  corps  accessions 
a  $5,000  bonus. 
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